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COUNTY SOCIETY ACTIVITIES DURING 
YEAR 1944 

Why Modifications Are in Order.—County 
Society activities as carried on in days of peace 
must necessarily, during prevailing conditions, 
undergo modifications. To what extent changes 
may be indicated will depend in good part on local 
circumstances, such as the size of the county unit, 
its present active membership, and nature and to- 
pography of the territory to be served by members 
remaining in civil practice. Hospital staff meet- 
ings and like affiliations must also be taken into 
consideration, but these, too, may need consider- 
able curtailment. With the increased stress and 
strain under which physicians who remain in civil 
practice are called upon to work, it may be held by 
some that, presumably, the present is no. time for 
county society meetings. Such a conclusion is not 
well founded, since at no time during the last half 
century, in which modern medicine has made great 
progress, has there been more need of an Organ- 
ized Medicine that will be alert to its public health 
and other obligations. Today, the very existence 
of Scientific Medicine is menaced; since national 
and other legislative projects have been proposed 
which, if put into execution, must so greatly en- 
danger the quality of medical practice that Ameri- 
can Scientific Medicine would no longer be able to 
achieve results such as have brought to the people 
of the United States—lower morbidity and mor- 
tality statistics than can be shown by any of the 


other civilized nations. 
* * of 


Meeting Programs Should Be Planned and 
Started on Time.—Loyalty to the best interests 
of the Public Health and of Scientific Medicine, 
therefore, demand that Organized Medicine—the 
protecting agency of both—shall be kept militantly 
active. This does not mean that unnecessary or 
too frequent meetings of county societies shall be 
convened, but that, when held, up-to-date topics 
of importance and worth will be given careful con- 
sideration. Since minutes and hours not assigned 
to professional work are needed for rest and other 
duties, it will be well for program committees and 
presiding officers to remember that better attend- 
ance will be secured at meetings, and more value 
obtained from conferences, if stated times of begin- 
ning and adjourning are strictly observed; say, to 
convene at 8 p.m. and adjourn ai 10 p.m. For it 
is always possible for those members who wish to 
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linger for further discussion or exchange of views 
to do so. But it is a wise procedure to adhere to 
the rule of a planned program, with prompt call 
to order at the stipulated hour, and promptness 
when the time of adjournment arrives. Experi- 
ence of many county societies has amply demon- 
strated the value of the observances noted above, 
and newly elected officers will make no mistake if 
they proceed along such lines. 
* *e x 


Topics for Meeting Programs.—Concerning 
the nature of programs for meetings, the follow- 
ing items may be worthy of consideration. Owing 
to the difficulty in providing transportation facili- 
ties—by train, auto or airship—it is not always 
possible nowadays to secure guest speakers from 
the four Class A medical schools of California 
or metropolitan centers, Furthermore, these col- 
leagues are, themselves, working overtime in carry- 
ing through the accelerated four-year medical cur- 
riculum that has been crowded into three calendar 
years. . 

However, in lieu of these clinical and other 
teachers in the medical schools, California, within 
its boundaries, has an unusually large number of 
Army and Navy camps, some with large hospital 
staffs; and among these may be found clinicians 
and teachers who were on the staffs of Eastern 
medical schools. County Society Program Com- 
mittees may wish to write to, for example, “Medi- 
cal Officer in Command, Hospital Station of Camp 
(whatever may be its name)” asking for the names 
of one or more staff members who might be avail- 
able for addresses or papers on military, tropical 
or civil medicine. County Society officers should 
also remember to send to the hospital stations of 
near-by camps notices of monthly meetings, with 
an invitation to military colleagues to feel free to be 
present and participate. 

Nor should medical-economic subjects be over- 
looked. The maternity-pediatric program of the 
Federal Children’s Bureau, the implications of 
the Wagner-Murray-Dingell Social Security bill 
are topics concerning which a clear understand- 
ing might well be obtained by every physician. 
Likewise, medical and hospitalization services, as 
carried on in California, are worthy of careful 
study, as also items in the minutes of the Coun- 
cil of the California Medical Association, and 
noted in the printed proceedings which appear in 
CALIFORNIA AND WESTERN MepiciIne. All such 
have suggestive value. 

Program Committees are invited to correspond 
with the California Medical Association Committee 
on Postgraduate Activities, in care of the Editor, 
who is the Postgraduate Committee’s secretary. 
All possible codperation will be given. 


PERMANENTE-KAISER HOSPITAL IN 
OAKLAND IS GIVEN A FEDERAL 
APPROPRIATION AND 
PRICRITIES 


A Press Announcement.—A press item, dated 
January 7, gives the following information: 
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HOSPITAL TO BE ENLARGED 


“The Permanente Foundation Hospital in Oak- 
land will be expanded to provide an additional 140 
beds and a clinic to handle 1,000 patients a day, it 
was announced yesterday [January 7] by Henry 
J. Kaiser. 

“Kaiser said priority authorization had been re- 
ceived and that construction of the new facilities 
would begin at once. 


“The project is estimated to cost $1,200,000, 
with $775,000 for construction and the balance for 
equipment. 

“The hospital, opened a year ago, at present pro- 
vides 134 beds, three operating rooms and a clinic 
capable of handling 300 to 400 cases each day.” — 
San Francisco Examiner, 

* ok 


Comment on the Press Item.—The above 
publicity release by the Henry Kaiser shipbuilding 
interests indicates that the Maritime and Federal 
War Production Board and regional representa- 
tives, and other authorities, have deemed it neces- 
sary to supply additional hospital facilities for the 
East Bay and Alameda area. 

In the stress and strain of existing conditions, 
it has been possible for the Permanente Hospital 
and Kaiser interests to secure, in the promotion 
of their war-time activities, priorities for construc- 
tion materials and equipment that were denied to 
several Alameda County hospitals, possessed of 
available funds to add to their respective bed 
capacities, and that had made earlier applications. 
Be that as it may, some of the need for more beds 
in the war production area of the Alameda region 
will now be met when the plans indicated in the 
press item are carried through. 

* * * 


On Ultimate Disposition of the New Hospital 
Structure.—Since these additional buildings and 
equipment will be paid for by: Federal monies, it 
may be permissible to call attention to contingen- 
cies likely to arise when the present war is over. 
(The Maritime Commission has made the loans 
to the Permanente group, but the funds of the 
Maritime Commission also come from the tax- 
payers. ) 

If reliance may be placed upon statements that 
have appeared in public print, it can be assumed 
that, when the need of ships and other military 
equipment has been supplied, many of the ship- 
yards and airplane plants, among other war utili- 
ties, will be promptly dismantled. The same will 
probably apply to many structures accessory to 
such activities. If so, the question of the dispo- 
sition of the new $1,200,000 addition to the 
Permanente-Kaiser hospital may then come up for 
consideration. The question arises, therefore, as 
to whether the Federal authorities would gratui- 
tously give such a plant to the State of California 
or to Alameda County, or whether the property 
would be placed on sale for the highest bidder ? 

Certainly, since the structure and equipment will 
have come into existence by virtue of taxpayers’ 
monies, it would seem fair to assume that the local 
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tax-paying community should have prior rights of 
purchase in case the municipality of Oakland or 
the county of Alameda desired to take such action. 

If the Permanente hospital addition now author- 
ized would not be a desirable addition to the Ala- 
meda County Hospital, it is possible that the city 
of Oakland might wish to purchase it for use as 
an emergency hospital, in manner similar to the 
way in which the city of Los Angeles maintains 
its large emergency hospital, even though the im- 
mense Los Angeles County General Hospital is 
located within the municipal limits. 

Whether the above thoughts that float into mind 
have or do not have merit is not the question. 
Rather, it is the obligation of citizens and members 
of the medical profession to give consideration to 
these matters in order to set in motion, now, those 
procedures which will make a matter of record 
with Federal authorities the request of local com- 
munities that they be notified when, at the end of 
the duration, the disposition of such properties 
comes up for consideration. 


REPRESENTATIVES OF STATE MEDICAL 
ASSOCIATIONS OF PACIFIC STATES 
MEET IN JOINT SESSIONS: 

A PRESENT-DAY TREND 

Conference on Maternity-Pediatric Program 
of Federal Children’s Bureau. — Resolutions 
adopted at a meeting in San Francisco on No- 
vember 2 and 3, 1943, by representatives of the 
constituent state medical associations of Wash- 
ington, Oregon, Idaho, Arizona, and California, 
at a conference called at the instance of the Wash- 
ington State Medical Association, to consider the 
maternity-pediatric program of the Federal Chil- 
dren’s Bureau, appeared in CALIFORNIA AND 
WEsTERN MenicinE for November, on page 293. 
Because of lack of space, it was not possible to 
print the minutes of the interesting proceedings 
at which the implications of the procedures laid 
down by the Federal Children’s Bureau were then 
given earnest consideration by the State Associ- 
ation representatives. It is significant that the reso- 
lutions adopted are in accord with procedures 
recommended by other groups that have given at- 
tention to the problems involved. 

* * * 


Joint Meeting of Pacific States Medical As- 
sociations to Consider Future Program on Mat- 
ters of Public Policy and Legislation—The 
other meeting of representatives of the medical 
associations of the Pacific States convened in Salt 
Lake City on December 11, 1943, upon call issued 
by the Committee on Public Policy and Legislation 
of the California Medical Association. It was at: 
tended by delegates from the following state medi- 
cal associations: Arizona, California, Colorado, 
Idaho, Oregon, and Utah. The report of the pro- 
ceedings of that conference appears in the current 
issue Of CALIFORNIA AND WES‘vERN MEDICINE, on 
page 27, 


* * * 


_ Significance of the Two Conferences.—The 
significance of these two conferences rests on their 
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indication that physicians, through their respective 
groups in Organized Medicine, no longer confine 
their thinking and outlook to purely local or even 
commonwealth needs; but that the present-day 
vision of members of the medical profession com- 
prehends activities and relationships which will be 
in line with the many other changes taking place 
in the social, economic and political environments 


.of the nation. 


No longer can the physician, who loves his pro- 
fession and desires it to maintain its capacity for 
high quality service, be content to be an entity unto 
himself. In the todays and tomorrows, more than 
that will be needed if public health interests and 
professional standards are to be maintained and 
perpetuated. The community spirit and codpera- 
tive endeavor must be in constant operation if the 
forces antagonistic to the best interests of Scientific 
Medicine are to be successfully combated. 

It is reassuring to be in a position to place on 
record meetings such as the two Pacific States con- 
ferences recently held. In other portions of the 
United States, and especially in the Midwest sec- 
tion, like expressions of joint agreement on basic 
policies of regional and national scope are also 
becoming manifest. 

These meetings may be taken as signs or fore- 
runners that the members of the medical profession 
are evidencing an increasing interest in the activi- 
ties of Organized Medicine—to the end that Scien- 
tific Medicine, both as regards its quality and its 
distribution, shall be made available in fullest 
measure to the people of the United States. 


AN HISTORICAL NOTE ON MEDICAL 
JOURNAL ADVERTISING—RE: 
C. AND W. M. AND J. A. M. A. 

Annual Conference of State Association 
Secretaries and Editors at American Medical 
Association Headquarters. — During the No- 
vember, 1943, conference of State Medical Associ- 
ation secretaries and editors, held in Chicago, at 
the dinner to the editors, the major paper by Austin 
E. Smith, Secretary of the American Medical As- 
sociation Council on Pharmacy and Chemistry, 
dealt with the activities and policies of that Council. 

In the discussion which followed, the editor of 
CALIFORNIA AND WESTERN MEDICINE called at- 
tention to the service that was rendered by the 
OFFICIAL JOURNAL of the California Medical As- 
sociation in its early years during which it was 
known as the CALIFORNIA STATE JOURNAL OF 
MEDICINE, when, in its first issue in November, 
1902, it editorially announced as its advertising 
policy the following: 


CHARACTER OF ADVERTISING 


“The deplorable condition of medical journalism 
in this country is.a matter that has frequently been 
commented upon. For the most part, every medi- 
cal journal is supported only by its advertising, 
and consequently is controlled by the advertisers. 
As a result its advertising pages have compara- 
tively little value, for the reason that few of the 
subscribers read them, and few who read have 
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much faith in the one-sided story which they tell. 
They teem with advertisements of ‘proprietary’ 
and straight-out ‘patent’ medicines ; medicines and 
preparations which no self-respecting practitioner 
should touch with a ten-foot pole, let alone even 
consider the possibility of using. Pages of very 
many journals are devoted to paid notices of these 
‘proprietary’ articles, and the average physician 
cannot tell them from the regular reading matter, 
which they purport to be. That such advertising 
pays is made evident by looking through the files 
of prescriptions at any drug store. . . 

“THE CALIFORNIA STATE JOURNAL OF MepI- 
CINE, the official organ of, and partly supported by 
the Medical Society of the State of California, does 
not propose to print any such advertising. It will 
attempt to make its advertising pages as useful to 
its readers as the pages of reading matter. So far 
as is practicable, the things advertised in this 
journal will be tacitly vouched for by the JouRNAL; 
no matter will be accepted for the advertising pages 
that is not strictly ethical and legitimate; that is 
not directly opposed to the spirit of quackery 
represented by the ‘proprietary’ and the ‘patent’ 
medicine. 

“The editor [Philip Mills Jones], who is under 
bonds to publish the JourRNAL monthly, and is 
personally responsible for all financial obligations 
connected with its publication, has been advised 
that he will secure little or no advertising on the 
basis outlined. This may or may not be true, but 
he is going to try it, even if he ‘goes broke.’ If 
the regular practitioners of this Coast and Country 
desire to see one journal in the United States con- 
ducted on such a policy, then there is no danger 
of the JouRNAL not paying its own expenses.” 

The notable campaign for consistency in text- 
page and advertising-folio ethics was led by the 
founder of the OrrictaL JourRNAL of the Cali- 
fornia Medical Association, the late Philip Mills 
Jones, who, subsequently, for many years also 
rendered exceptional service to the American 
Medical Association as one of its trustees. 

* * * 


A Visit From the Surviving Member of the 
First Publication Committee.—Some six weeks 
after the recent Chicago meeting, the Editor re- 
ceived a visit from Dr. George H. Evans, president 
of the California Medical Association in 1907, who 
is now the senior living ex-president of the Cali- 
fornia Medical Association. Doctor Evans stated 
that the purpose of his visit was to submit for con- 
sideration, for placement in the records or other 
use, a letter that he had written after reading an edi- 
torial in The Journal of the American Medical As- 
sociation for October 9, 1943, in which the matter 
of ethical advertising had been portrayed. Doctor 
Evans was one of three members of the first publi- 
cation committee of the OrricraL JouRNAL—with 
the late Harry M. Sherman, president of the Cali- 
fornia Medical Association in 1914, and Editor 
Jones, who guided the course of the OrricraAL 
JouRNAL up to the day of his untimely death on 
November 27, 1916. 
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Official Journal of the California Medical As- 
sociation Was the Only Medical Publication in 
1902 With a Stringent Advertising Standard.— 
At the Chicago meeting in November, in reply 
to the CALIFORNIA AND WESTERN MEDICINE’S 
editor’s reference to the standards laid down by 
the OFFIcIAL JourNAL of the California Medical 
Association, the statement was made that, in those 
days, namely, the first decade of the present cen- 
tury, there was not a single medical journal that 
was not guilty of accepting off-color advertising. 
On that point, Doctor Evans states that, while this 
may have been the case for all other medical jour- 
nals, it did not apply at that time to the OFFICIAL 
Journac of the California Medical Association. 
Reference to the publications of that period sup- 
ports Doctor Evans’ contention. 

* * * 


Interesting and Important Letter of Ex- 
President George H. Evans.—Because the serv- 
ice rendered in those years to the publications of 
Organized Medicine by the California Medical As- 
sociation required much courage, and since the 
historical record is worthy of preservation, the 
above facts are here recounted. 

The interesting letter which Ex-President Evans 
independently brought to the Editor’s office, fol- 
lows: 

(copy) 
GerorcE H. Evans, M. D. 
SAN FRANCISCO 


December 15, 1943. 
Dr. George H. Kress, Editor, 
California and Western Medicine, 
San Francisco, California 


Dear George: 

Your attention is directed to an editorial, “Coun- 
cil Standards and Medical Advertising,” appearing 
on page 354 of the October 9 issue of The Journal 
of the American Medical Association. In this 
number, several of the state medical journals are 
brought to task for having strayed from the path 
of ethical advertising as interpreted by the Coun- 
cil on Pharmacy and Chemistry of the American 
Medical Association. Among the list of offenders 
appears CALIFORNIA AND WESTERN MEDICINE, 
which is charged with carrying in its July issue 
the advertisements of six nonaccepted products. 

As the sole surviving member of the original 
Publication Committee of the CALIFORNIA STATE 
JourNAL oF MepicINE, I well recall the turbulent 
birth throes of that JourRNAL, when Philip Mills 
Jones, Harry M. Sherman, and the writer an- 
nounced the slogan of “ethical advertising” as the 
urgent reason for the organization of another 
medical journal, and trained our guns on the chief 
offender at that time which was condemning on 
its editorial pages the nostrums which it was adver- 
tising—and receiving money from—on its adver- 
tising pages. This was none other than The Journal 
of the American Medical Association. 

There may be some survivors of those days who 
recall the campaign of vilification which followed, 
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the persecution of Philip Mills Jones and his as- 
sociates on the Publication Committee, and the final 
triumph of the infant publication, and vindication 
of the principle which gave it birth. 

That the American Medical Association subse- 
quently claimed the credit for having sponsored 
the principle of ethical advertising detracts in no 
measure from the fact that our STATE JOURNAL 
initiated and carried to a successful issue the fight 
for ethical advertising against the powerful Journal 
of the American Medical Association. I do not 
know if the charge in this editorial that we have 
erred in having “published advertisements for six 
nonaccepted products” is true, nor do I know 
whether or not we accept the interpretation of the 
Council on Pharmacy and Chemistry of the Ameri- 
can Medical Association as our authority for what 
constitutes ethical preparations, 

It would seem to me, however, that this incident 
might be considered justification for presenting to 
your readers a résumé of the early history of our 
JouRNAL and of the splendid fight Philip Mills 
Jones made for ethical advertising. We owe that 
aggressive pioneer much for his devotion to the 
principles of ethical medicine, and I know you 
thoroughly agree with me that much of the present 
usefulness of our JouRNAL is due to the wise guid- 
ance of Philip Mills Jones during its formative 
period. 


With best wishes and the season’s greetings, 
Cordially yours, 


(Signed) Grorce H. Evans. 


Bohemian Club, San Francisco. 


TWO RECENT “CALIFORNIA AND 
WESTERN MEDICINE” ARTICLES 
ON MEDICAL PRACTICE 

Two Articles Worthy of Perusal.—Ca.iror- 
NIA AND WESTERN MEDICINE for December, pre- 
sented as its leading articles two papers given at 
the seventy-fifth anniversary of the San Francisco 
County Medical Society—one by Dr. A. J. J. 
Rourke of San Francisco, on “Medical Practice of 
the Future,” and the other by Dr. Morris Fishbein 
of Chicago, on “Medical Practice: Its Evolution.” 

While the article by Doctor Fishbein gave com- 
ment on general historical trends, that of Doctor 
Rourke dealt with more recent activities; and, in 
addition, in its conclusions, mentioned in definite 
terms the author’s opinions on national and Cali- 
fornia experiments, also outlined decisions which 
must be made by physicians, and gave specific 
recommendations in relation to the needs of Organ- 
ized Medicine, in both its national and California 
relationships. 

The attention of readers is called to these articles 
since they present facts and observations of impor- 
tance, worthy of careful consideration by every 
physician who would be alert to what is taking place 


in medical practice. The suggestion is also sub- ' 


mitted, that these two papers might well be made 
the subject of a review by every county medical 
society, a general discussion to follow the com- 
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mentator’s remarks. It is through such frank dis- 
cussion among ourselves that we, as physicians, 
will better prepare ourselves to educate our lay 
friends concerning the worth and aspirations of 
Organized and Scientific Medicine. 


PUBLIC RELATIONS SURVEY CONCERNING 
* MEDICAL PRACTICE 

Report Will Be Made on California Medical 
Association Survey of Public Opinion in Re- 
lation to Medicine.—CaALiFrorNIA AND WESTERN 
MepicInE for November, on page 255, under the 
above caption presented editorial comment on the 
California Medical Association Council action out- 
lined under Item 5 on page 273 of that issue. 

For the information of California Medical As- 
sociation members, the following preliminary re- 
port received from Foote, Cone & Belding is 
appended : 

“Interviewing has been completed on the Public 
Opinion Survey authorized by the Council of the 
California Medical Society at its meeting October 
10, 1943. Tabulation is being rapidly completed. 
It is expected that reports will be mailed to Cali- 
fornia Medical Association Council members on 
the 16th of January. 

“Foote, Cone & Belding, which is conducting the 
Survey for the Association, reports an unusual 
enthusiasm on the part of the public to express its 
views on medical matters. This eagerness has been 
encountered universally in every part of the State, 
and among all occupational and income groups. 

“While unwilling to commit themselves fully 
prior to the release of the completed survey and 
the report which they will make personally to the 
Council at its January 23 meeting, executives of 
Foote, Cone & Belding responsible for handling 
the Survey indicate that public relations problems 
of the medical profession are better than had been 
thought.” 





MepicaL EponyM 
Hines-Brown Test 


This test is described by Drs. Edgar A. Hines, Jr. 
(b. 1906) and George E. Brown (1885-1935) in an ac- 
count entitled “A Standard Stimulus for Measuring Vaso- 
motor Reactions: Its Application in the Study of Hyper- 
tension,” which appeared in the Proceedings of the Staff 
Meetings of the Mayo Clinic (7 :332-335, 1932). A portion 
of the article follows: 

“The subject is placed at rest for twenty minutes and 
the blood pressure is taken every five minutes until a con- 
stant level is obtained. Then one hand is immersed above 
the wrist in ice water for twenty to thirty seconds. The 
temperature of the water varies from 4 degrees to 5 de- 
grees C. The systolic and diastolic blood pressures im- 
mediately rise, and then return to the basal level in from 
one to two minutes. ... 

“It was found that among subjects . . . with organic 
forms of hypertension, the average increase of systolic 
and diastolic pressures was greatest for all the subjects 
studied. . . .” 

A later report on the results of this test in 571 normal 
and hypertensive subjects appears in the American Heart 
Journal (11:1-9, 1936).—R. W. B., in the New England 
Journal of Medicine. 
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EDITORIAL COMMENT! 


NEW THEORY OF HEMOLYTIC ANEMIA 

The reticulo-endothelial cells are generally as- 
sumed to be solely responsible for the destruction 
of senescent red blood cells in the animal body. 
Other tissues are also presumably involved in nor- 
mal and pathologic blood destruction, since Maeg- 
raith’ and his co-workers of the British Colonial 
Military Service currently report the discovery of a 
powerful isohemolytic enzyme in numerous other 
fixed tissue cells. In testing for these enzymes, 
monkeys were exsanguinated by the transfusion 
technique described by Dreyer and Ray,’ and their 
organs removed aseptically and sliced into small 
pieces approximately 4 mm. square and 2 mm. thick. 
One piece of each organ was placed in 2 cc. of a 5 
per cent suspension of washed monkey erythrocytes 
and incubated to 37 degrees centigrade. Within 
eighteen to twenty-four hours the erythrocytes in 
many of these tubes were completely lysed. Other 
tubes were partially lysed, with several negative 
controls. 


The lytic factor formed or released by such tis- 
sue fragments is apparently species-specific, While 
monkey tissues will fully lyse monkey erythrocytes, 
they are wholly inactive against human and guinea 
pig red blood cells. By the same technique many 
guinea pig tissues will fully lyse guinea pig red 
blood cells, but are wholly inactive against human 
and monkey erythrocytes. Human tissues are speci- 
fically lytic for human red blood corpuscles. The 
lytic agent is not limited to tissues rich in reticulo- 
endothelial cells. The lungs, liver, spleen, heart 
muscle, bone marrow, and testes of guinea pigs, 
monkeys, and man are highly active. Slightly less 
activity is noted in the kidneys, skeletal muscle, and 
pancreas of the same species. In man the lymph 
nodes are relatively inactive while they are highly 
active in monkeys. The lytic activity of all tissues 
is destroyed by heating the tissue to 80 degrees cen- 
tigrade for five minutes. From these and other data 
Maegraith concludes that the lytic agent is a species- 
specific isohemolysin, or “erythrocytase,” one of 
whose normal functions is presumably the destruc- 
tion of extravasated red blood cells. 

This fixed-tissue specific “erythrocytes” is nor- 
mally held in check by a nonspecific antihemolysin 
in the blood stream. This antihemolysin is, of 
course, not new since quinine suppression of hu- 
moral antihemolysin was postulated a generation 
ago in one of the suggested theories of blackwater 
fever.* The species-specific fixed-tissue erythro- 
cytase, however, is apparently new; its nearest 
analogue being the nonspecific hemolytic lipoid 
demonstrated a generation ago in the liver auto- 
lysate.* 


t This department of CALIFORNIA AND WESTERN MEDICINE 
presents editorial comments by contributing members on 
items of medical progress, science and practice, and on 
topics from recent medical books or journals. An invitation 
is extended to all members of the California Medical Asso- 
ciation to submit brief editorial discussions suitable for 
publication in this department. No presentation should be 
over five hundred words in length. 
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From their experimental evidence the British 
military surgeons suggest that blackwater fever and 
many forms of hemolytic anemia are presumably 
due to an imbalance between the fixed tissue eryth- 
rocytase and the humeral inhibitor. Whether this is 
due to a pathological increase in the species-specific 
cellular isohemolysin (or antibody) or to a decrease 
in the circulating antihemolysin is now under inves- 
tigation, with special reference to the therapy of 
chronic malarial anemia. It is of interest that the 
antihemolysin in human serum is resistant to dry- 
ing, reconstructed human plasma being fully inhib- 
iting. 

P. O. Box 51. 
W. H. Manwarina, 
Stanford University. 
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MeEpicaL ErponyM 
Hurler’s Syndrome 

Although the term “gargoylism” as applied to this syn- 
drome was first used by Ellis, Sheldon, and Capon in an 
article entitled “Gargoylism (Chondro-Osteo-Dystrophy, 
Corneal Opacities, Hepatosplenomegaly, and Mental De- 
ficiency),” which appeared in the Quarterly Journal of 
Medicine (29 :119-135. 1936), the source of the eponym is 
an article by Dr. Gertrud Hurler of the University Chil- 
dren’s Clinic in Munich. Doctor Hurler wrote “Uber einen 
Typ multipler Abartungen, vorwiegend am Skelettsystem 
[Multiple Degenerative Changes, Predominantly Skele- 
tal],” which appeared in Zeitschrift fiir Kinderheilkunde 
(24 :220-234, 1919). A portion of the translation follows: 

“In the foreground of the clinical picture presented by 
our little patients stands the peculiar deformity of portions 
of the skeleton, namely, of the head as a whole and espe- 
cially the occipital region, of the clavicles, of the proximal 
end of the humerus and of the scapula. As the x-ray 
pictures show, we are dealing with changes in conforma- 
tion particularly through extensive hyperostoses and de- 
fects (gaping sutures) in the skull, apparently the result 
of disturbances in ossification. The clavicles give the im- 
pression of being heavy, massive, excessively cured bony 
structures. The substance of the scapula seems very com- 
pact, the acromion markedly bulging, the joint socket 
shallow and small. In addition, there is in both children 
a marked kyphosis, in one a funnel breast, in the other a 
pigeon breast, and in both, diffuse clouding of the cornea 
pronounced by the eye specialist to be hydrophthalmia, that 
is, a congenital defect ; and as further stigmas of degener- 
ation there are in both children crooked little fingers and 
contractures of the fingers—R. W. B., in the New England 
Journal of Medicine. 





Cabot’s Splint—The position of Arthur Tracy Cabot 
in American surgery, particularly in the genito-urinary 
field, was one of recognized leadership. He was not only 
known for his operative skill, but for the contributions he 
made to operative procedures. The wire splint, bearing 
his name, was designed for fractures of the lower leg, and 
gained world-wide use—Warner’s Calendar of Medical 
History. 
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ORIGINAL ARTICLES 


Scientific and General 


ARTHRITIS AND ALLIED CONDITIONS IN AN 
ARMY GENERAL HOSPITAL* 


Captain Epwarp W. BoLanp 
Medical Corps, Army of the United States 


RTHRITIS and its related conditions consti- 

tute major medical and administrative prob- 
lems in an Army General Hospital. At Hoff 
General Hospital, for the year 1942, approximately 
11 per cent of admissions to the medical service 
and 41 per cent of admissions to the general medi- 
cal section were for complaints referable to the 
muscles and joints. These statistics may lead to a 
false conception of the frequency of “rheumatism” 
among soldiers unless it is realized that a large pro- 
portion of cases with chronic disease ultimately 
filter to a general hospital. By no means do these 
figures reflect the incidence of rheumatic disease 
in the Army as a whole. Actually, when it is re- 
called that arthritis constitutes the sixth greatest 
cause of disability in the United States,’ its inci- 
dence among soldiers would be small compared 
with the appalling morbidity rate in the civil popu- 
lation. 

CLINICAL MATERIAL FOR THE STUDY 


A series of 350 cases of arthritis and allied con- 
ditions admitted to the medical service has been 
studied. The cases were divided into two general 
groups : those with peripheral joint complaints, and 
those with symptoms referable to the back. The 
present discussion will be limited, for the most 
part, to the first group, which comprised 61 per 
cent of the series (Table 1). During the course of 
study, certain clinical observations, some peculiar 
to military service, have been made and various 
administrative problems bearing on the diagnosis, 
management, and disposition of rheumatic diseases 
have been encountered. It is felt that a brief sketch 
of some of these experiences and difficulties may 
be of general interest. 


INTERRELATIONSHIP OF THE ARTHRITIDES 


An unique opportunity to observe the several 
peripheral inflammatory arthritides early in their 
course has been afforded. We have been struck 
with the similarity of the early manifestations of 
certain cases of rheumatoid arthritis, acute rheu- 
matic fever and the arthritis associated with gonor- 
rhea. In many instances cases have been admitted 
with an acute or subacute arthritis, and differential 
diagnosis has been impossible until the course of 
the disease has been followed for a period of weeks. 
We have seen almost identical cases enter the ward 
on the same day, the joint manifestations in one 


* From the Medical Service, Hoff General Hospital, Santa 
Barbara. Ed. Note.—Captain Boland is now stationed at 
the Army and Navy Genera! Hospital, Hot Springs, Ark. 

Read before the Second General Meeting at the seventy- 
second annual session of the California Medical Association, 
Los Angeles, May 2-3, 1943. 

The opinions and assertions contained herein are the 
private ones of the writer and are not to be used as official 
or reflecting the view of the army department or the army 
service at large. 
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subsiding promptly with salicylates and finally 
being classified as acute rheumatic fever. In an- 
other the typical joint deformity and roentgeno- 
graphic changes of chronic rheumatoid arthritis 
have gradually developed. Again, we have ob- 
served cases which ultimately were clinically in- 
distinguishable from chronic rheumatoid arthritis 
but in which the onset of joint manifestations oc- 
curred concurrently with an acute Neisserian ure- 
thritis. So often have the early manifestations of 
these three types of peripheral inflammatory joint 
disease been almost identical, and so frequently 
have their courses been “atypical,” that consider- 
ation of a common etiologic denominator has been 
entertained. In this regard, a case of apparent sub- 
acute rheumatoid arthritis with typical involvement 
of the metacarpophalangeal and proximal inter- 
phalangeal joints of the hands and subsequent fusi- 
form deformity of the proximal finger joints is 
vividly recalled. During the course of his illness 
this soldier developed chorea and mitral stenosis. 


TaBLeE 1.—Classification of Three Hundred and Fifty 
Admissions for Arthritis and Allied Conditions 








No. of Cases 
Peripheral joint complaints 214 (61.1%) 
Psychogenic rheumatism 
Rheumatoid (atrophic) arthritis 
Osteo-arthritis (hypertrophic).. 
Primary (senescent) 
Secondary (post traumatic, 
etc.) 
Acute rheumatic fever. 
Unclassified arthritis 
? Rheumatoid 
? Gonorrheal 
? Rheumatic fever 
? Nonspecific synovitis 
Fibrositis, primary (intramus- 
cular and periarticular) 
Gonorrheal arthritis 
Gout (pretophaceous) .. 
Miscellaneous types 
(Hemophilic 1, Psoriatic 1, 
Erythema nodosum 1, Ancy- 
lostomiasis 1, Sulfathiazole re- 
actions 2, Congenital osteo- 
arthropathy 1, Coccidioidal 
granuloma 1, Acromegaly 1, 
Osteopoikilosis 1, Tuberculous 
(questionable) 2.) 
Back complaints 





136 (38.9%) 


Nature often abhors classification, and many 
cases of arthritis fail to behave in the manner of 
designated prototypes. In approximately 14 per 
cent of our cases, differential diagnosis had not 
been established at the time of the patient’s dis- 
position. For both clinical and administrative rea- 
sons we have preferred to place these patients in 
an “unclassified” group. This attitude, from the 
administrative standpoint, is important because 
often the diagnosis determines the disposition of 
the patient. For example, if an aviation cadet de- 
velops an atypical form of acute polyarthritis and 
the medical-officer arbitrarily appends the diagnosis 
of acute rheumatic fever because the case fails to 
fall into any definite category, such a diagnosis may 
preclude the cadet’s return to duty on a flying 
status. 

RHEUMATOID ARTHRITIS 


Approximately 19 per cent of the peripheral 
arthritides were of the rheumatoid type. Con- 
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sidered as a group these cases have differed in 
several respects from those seen in civilian prac- 
tice. The familiar insidious onset with early predi- 
lection for the knuckles and proximal joints of 
the fingers has been only infrequently witnessed. 
More often the onset has been subacute and later 
the process has settled down to its more character- 
istic chronic state. Early joint effusion, particu- 
larly in the knees, has been common. The most 
striking observation with this type of arthritis in 
soldiers has been its curious joint distribution. In 
70 per cent of cases the joint involvement has been 
confined to the lower extremities alone. The meta- 
tarsophalangeal and interphalangeal joints of the 
toes were involved in 41 per cent of cases, while the 
corresponding joints in the fingers were affected 
in only 10 per cent. Such a distribution in rheuma- 
toid arthritis is in marked contrast to that encoun- 
tered in the general population. We are unable to 
explain this observation, unless the preponderant 
use of the lower extremities in soldiers serves as 
a factor. While the entire problem of pathogenesis 
in rheumatoid arthritis remains such a vexing 
question, we cannot add greatly to the confusion 
by suggesting that minor joint trauma may per- 
haps provide a‘site of decreased resistance for 
development of an incipient rheumatoid state. 


GONORRHEAL ARTHRITIS 


In the Army the diagnosis of gonorrheal ar- 
thritis is based on rigid criteria. Bacteriologic 
identification of the gonococcus and good clinical 
judgment are necessary before such a diagnosis is 
ventured. This strict attitude may be appreciated 
when it is realized that gonorrhea and any of its 
direct complications are considered as due to the 
soldier’s misconduct, are not in line of duty and 
are not compensable. Such a diagnosis may pro- 
voke stoppage of pay for the entire period of ab- 
sence from duty because of the illness. Further, 
if the arthritis is sufficiently disabling to warrant 
separation from the service, the soldier may obtain 
a discharge “without honor.” The development of 
an inflammatory polyarthritis, or less frequently 
a mono-arthritis, within two to four weeks of a 
bacteriologically-proved Neisserian urethritis has 
been considered adequate evidence for diagnosis. 
If initial smears have failed to demonstrate the 
gonococcus, the diagnosis of gonorrheal arthritis 
has not been made. It is interesting that, ultimately, 
such cases have often been indistinguishable clini- 
cally from those in the chronic rheumatoid group. 
Positive cultures from aspirated joint fluid will es- 
tablish the issue. Unfortunately, even when the 
sulfonamides have not been given and when the best 
cultural methods are employed, the gonococcus can 
be successfully isolated in only 25 per cent of cases.” 
We have considered the complement-fixation test 
too unreliable and the so-called characteristic x-ray 
changes not sufficiently specific to serve, in them- 
selves, as diagnostic criteria. In short, unless the 
diagnosis is completely proved, it is not made. 
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OSTEO-ARTHRITIS, GOUT, AND OTHER FORMS 


Osteo-arthritis, gout, and some of the rarer 
forms of arthritis have differed in no way from 
those seen in civilian practice. As expected, con- 
sidering the predominance of soldiers in the lower 
age group, primary osteo-arthritis of the peripheral 
type was observed in only 7.5 per cent of the series. 
The diagnosis of primary peri-articular or intra- 
muscular fibrositis was made in 4.7 per cent of 
cases. This figure is in contrast to the incidence 
noted by English physicians assigned with the 
British Expeditionary Forces. Of one hundred 
“rheumatic” cases studied in a general hospital in 
France, 70 per cent were reported as fibrositis.* 
We believe that many cases which have been loosely 
regarded as fibrositis are actually examples of 
psychogenic rheumatism. We have ventured the 
diagnosis of fibrositis only when a typical history 
has been elicited. Necessary criteria have included 
aching and stiffness in the absence of significant 
objective changes in the joints or muscles; aggra- 
vation of symptoms by periods of inactivity, damp- 
ness or changes in weather; relief by moderate 
exercise and local heat ; and the presence of these 
symptoms in an emotionally stable individual. 


PSYCHOGENIC RHEUMATISM 


The medical profession as a whole is more aware 
of functional cardiovascular and gastro-intestinal 
complaints than of the non-organic disorders which 
involve the musculo-skeletal system. Pain and 
stiffness in a joint or a subjective sense of swell- 
ing do not necessarily signify organic joint dis- 
ease. Judging from the large number of cases 
which are admitted with the diagnosis of arthritis 
but which failed to show demonstrable joint pa- 
thology, it is apparent that the concept of psycho- 
genic rheumatism is not generally appreciated. 
Just as with peptic ulcer, carcinoma of the colon, 
or pneumonia, the diagnosis of arthritis is based 
on certain physical signs and roentgenographic 
findings, or at least on a characteristic history in 
the case of presumptive gout. Again, when organic 
joint changes are present they may fail to fully 
explain the intensity of the symptoms presented 
by the patient. 

Psychogenic manifestations occur with appalling 
frequency in soldiers, The conflicts incident to 
military service which precipitate such functional 
states are manifold and constitute complex psychi- 
atric problems. Psychogenic rheumatism merely 
means that emotional upsets may bring about or 
intensify symptoms of pain, stiffness and limi- 
tation of motion in the joints and muscles.* Twenty 
and six-tenths per cent of our cases with peripheral 
joint complaints were regarded as instances of 
psychogenic rheumatism and 3.7 per cent of those 
with pathologic joint changes had a definite psycho- 
neurotic coloring. Nineteen and one-tenth per cent 
of the group with backache were considered psy- 
chogenic and 26.5 per cent of those with roentgeno- 
graphic or objective physical abnormalities of the 
back had a definite psychogenic overlay (Table 2). 
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TABLE 2.—Incidence of Psychogenic Rheumatism 








Organic Total Cases 
Change plus with 
Psychogenic Psychogenic 

Overlay Symptoms 


8 (3.7%) 52 (24.3%) 


Psychogenic 
Rheumatism 

Peripheral Joint 
Complaints.... 214 44 (20.6%) 


Back 
Complaints.... 136 36 (26.5%) 62 (45.6%) 


Total Number 
of Cases 


26 (19.1%) 


70 (20.8%) 44 (12.6%) 114 (32.6%) 

When the conversion is pure and none of the 
well-known psychoneurotic symptoms accom- 
pany the fixation, recognition of the underlying 
emotional maladjustment may be difficult. Experi- 
ence has taught most of us to be suspicious of 
striking incongruities between the subjective com- 
plaints and the organic findings. Bizarre symptoms 
or signs are much more likely to be functional in 
nature than they are to be unusual manifestations 
of a rare disease. The experienced medical officer 
becomes expert at spotting the stooped backs which 
bend from the pelvis and the various grotesque 
limps that pass down the halls of the hospital. 
Hysterical leg weaknesses, hypesthesias and an- 
esthesias following minor back injuries have be- 
come commonplace. We have been impressed with 
the large proportion of backaches, even those re- 
sulting from minor strains, which fail to improve 
with prolonged bed rest. The perpetuation of 
symptoms, in many instances, is undoubtedly de- 
pendent on the soldier’s unconscious desire to be- 
come divorced from active military service. 

Often the somatic fixation is not confined to the 
musculo-skeletal system and superimposed func- 
tional cardiovascular, gastro-intestinal or neuro- 
logical complaints exist. In the vast majority of 
cases various psychoneurotic symptoms, such as 
anxiety, irritability, fatigue, insomnia, and mental 
depressions, are present. Most of us have learned 
to first evaluate the soldier and then his complaint. 
So often an anxious, strained or detached attitude 
has been a clue leading to recognition of the psy- 
chogenic nature of the ailment. Careful interro- 
gation as to the exact qualities of the complaint is 
important. Frequently what is stated as pain, after 
questioning becomes a numbness or tingling, a dead 
or twitching sensation, a fleeting hot or sticking 
feeling, a fullness, or even a sensation of ice water 
dropping into the joint. Why soldiers so often 
develop somatic fixation in the musculo-skeletal 
system is an involved psychiatric problem. The 
fact that a strong back and healthy extremities are 
synonymous with good soldiering possibly make 
these portions of the body sites of predilection for 
somatic fixation. 


CONCLUSION 


Arthritis and related conditions comprise a large 
proportion of admissions to the medical service of 
an Army General Hospital. Certain clinical and 
administrative features relating to the rheumatism 
problem are peculiar to military service. These in- 
clude the proclivity for involvement of the lower 
extremities in rheumatoid arthritis; the difficulty 
of differential diagnosis in early cases of acute 
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and subacute peripheral arthritis; the often en- 
countered uncertainty in the diagnosis of gonor- 
rheal arthritis; and the frequent tendency for 
soldiers to develop psychogenic symptoms in the 
muscles and joints. 

Army and Navy General Hospital, 

Hot Springs, Arkansas. 
REFERENCES 

1. Britton, R. H., Collins, S. D., and Fitzgerald, J. S.: 
The National Health Survey: Some General Findings as 
to Disease, Accidents, and Impairments in Urban Areas, 
Public Health Rep., 55 :444-470, 1940. 

2. Comroe, B. I.: “Arthritis and Allied Conditions.” 
Lea & Febiger, Philadelphia. Second edition. Pages 479. 
1941. 

3. Hench, P. S., Bauer, W., Boland, E. W., Dawson, H., 
Freyberg, R. H., Holbrook, W. P., Key, J. A., Lockie, 
L. M., and McEwen, C.: Rheumatism and Arthritis: Re- 
view of the American and English Literature for 1940, 
Ann. Int. Med., Vol. 15, No. 6, 1002-1108, 1941. 

4. Halliday, J. L.: The Concept of Psychosomatic 
Rheumatism, Ann. Int. Med., Vol. 15, No. 4, 666-677, 1941. 





ABDOMINAL TRAUMA* 


Mayor Ray B. McCarty 


MEDICAL CORPS, ARMY OF THE UNITED STATES 
Santa Barbara 


N view of “total war,” the subject of abdominal 

trauma is timely for civilian and military sur- 
geons alike. 

Abdominal injuries of whatever cause are always 
serious, and their treatment taxes the most mature 
judgment of the surgeon who must make a quick 
and flawless decision based upon the cause of the 
injury and the circumstances surrounding it, the 
condition of the patient with an accurate evalu- 
ation of the abdominal wound and associated inju- 
ries, the previous treatment given, the time elapsed 
since injury, and the probable success of surgical 
treatment. 

Among the causes of injury may be a bullet, 
bomb or shell fragment, bayonet or knife, flying 
splinters of wood or other objects, falling masonry, 
structural steel, glass, splinters of bone from a 
fractured pelvis, injury from a rib, an injury inci- 
dent to the use of motorized equipment, or a pres- 
sure air or water wave following detonation of a 
high explosive bomb. Determination of the cir- 
cumstances surrounding the injury, for example, 
the position of the patient at the time of injury, 
may greatly help the surgeon in determining the 
course of the bullet or bomb fragment, or give 
some idea of the probable seriousness of the atmos- 
pheric or immersion blast injury. 


SYMPTOMS AND SIGNS 


In considering the patient’s condition, if shock 
is not extreme the subjective complaints are de- 
termined, and a careful, quick physical examina- 
tion made with an evaluation of any associated 


* Read before the third general meeting at the seventy- 
second annual session of the California Medical Association, 
Los Angeles, May 2-3, 1943. 

The opinions or assertions contained therein are the 
private ones of the writer and are not to be construed as 
official or reflecting the views of the War Department or 
the war service at large. 





10 CALIFORNIA AND WESTERN MEDICINE 


injuries.. The symptom of pain varies greatly in 
these patients, and depends more upon the amount 
of intra-abdominal hemorrhage or “spillage” from 
the intestines than upon actual visceral trauma. 
A perforation of the large bowel, with little fluid 
in the lumen and the consequent small amount of 
peritoneal contamination, may not cause much 
pain ; whereas a profuse hemorrhage or the leak- 
age of acid gastric juice from the stomach will 
usually cause a great deal of pain. At times a 
localized area of pain away from the wound of 
entrance may indicate the area where the missile 
is lodged. Nausea or vomiting may or may not 
occur. In water-blast injuries, hematemesis and 
diarrhea with or without blood in the stools have 
been observed. Vesical or rectal tenesmus may 
occur following injury to the bladder or rectum. 
Dyspnea may occur, especially with abdomino- 
thoracic wounds, and actual air hunger may occur 
following considerable blood loss. 


’ In consideration of the objective findings the 
pulse, temperature, respirations, blood pressure, 
color, and mental state are important. Inspection 
of the abdomen may show a diminution or absence 
of the normal respiratory abdominal excursion 
which suggests intraperitoneal extension of the 
wound, or if no wound is present locally or in an 
adjacent area it may indicate intraperitoneal dam- 
age from blast or from a direct or indirect blunt 
force. Bulging of the flanks may indicate intra- 
abdominal hemorrhage or spilling of the intestinal 
contents, and rarely a bluish discoloration may be 
observed around the umbilicus (Cullen’s sign) 
which indicates intra-abdominal hemorrhage. If 
external evidence of injury is present, the tract 
must be examined, its probable course carefully 
plotted with an evaluation as to whether intra- 
abdominal penetration has occurred and, if so, what 
structures are probably involved, and whether a 
surgical repair and functional restoration can be 
accomplished. It is important to be cognizant of 
the possibility of a ruptured bowel even in the pres- 
ence of an entirely extraperitoneal wound. 

In the case of a bullet wound, the wound of en- 
trance is generally smaller and less irregular than 
the wound of exit. If a concentric area of discolor- 
ation is present around the wound of entrance, it 
usually indicates that the bullet has taken a straight 
course; whereas an area of contusion to the right 
of the wound indicates that the bullet passed from 
right to left, and vice versa. At times some infor- 
mation can be gained by palpation in determining 
the probable course of the bullet, and occasionally 
the missile may be located lodged in the subcutane- 
ous tissues of the abdomen, lower thoracic wall, 
back, buttock, or upper regions of the thigh. 

Abdominal tenderness and rigidity give the sur- 
geon a great deal of information. Generalized 
tenderness and rigidity usually indicate massive 
hemorrhage or abundant contamination of the 
peritoneal cavity with liquid intestinal contents; 
whereas localized tenderness and rigidity usually 
indicate that no serious hemorrhage has taken 
place, and that if intestinal perforation has oc- 
curred, the contamination has been slight. From 
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the recent literature there appears to be an excep- 
tion to this rule in some cases of immersion blast 
where generalized tenderness and rigidity have 
been present and have been accounted for on the 
basis of miliary subserosal, and mucosal intestinal 
hemorrhages. It is the opinion of some authors 
that the irritation of the serosa produces the peri- 
toneal signs. However, cases of perforation or 
tear of the colon and terminal ileum have also been 
reported from this type of injury, and it would 
appear that the differential diagnosis between a 
nonperforated and a perforated condition is ex- 
tremely difficult. 

At times ballottement or percussion is helpful in 
determining the presence of fluid in the abdominal 
cavity. Intestinal activity is usually affected as a 
result of insult, and peristalsis will not generally 
be heard if hemorrhage or contamination of the 
peritoneum with intestinal contents is widespread. 
A rectal examination should always be made and 
the withdrawn finger cot observed for evidence of 
blood, and every case requires a gross examination 
of the urine for blood. 


INDICATIONS CONCERNING TREATMENT 


With this information the surgeon has had an 
opportunity to appraise the patient, and with the 
knowledge of the previous treatment given and 
the time elapsed since injury, he must decide im- 
mediately upon the course of treatment. Surgical 
treatment should be confined to those patients who, 
having responded from shock or hemorrhage, are 
of short duration, and whose condition appears 
amenable. An abdominal injury of long duration 
or of such wide extent as to make surgical inter- 
vention obviously futile should be given conserva- 
tive care. 

Generally speaking, it is never wise to operate 
upon a patient if more than twelve hours have 
elapsed since the injury. By that time walling off 
of the perforations by omentum, or adjacent loops 
of intestine has occurred, and surgery is practically 
always fatal; whereas by conservative treatment 
an occasional patient will survive usually after the 
drainage of one or more residual abscesses. An 
exception is in the case of certain penetrating and 
perforating wounds, or wounds from blunt force, 
which involve the liver, or, rarely a small perfo- 
rating wound of the spleen. If it can be determined 
that a hollow viscus has not been perforated, the 
surgeon may be justified, depending upon the cir- 
cumstances, in being conservative if he has seen 
the patient early. However, if bleeding continues, 
or he sees the patient late and there has been evi- 
dence of massive hemorrhage, late operation is 
relatively safe in the absence of a perforated viscus. 
It is well to remember, in splenic injuries, that there 
may be a period of “symptomatic silence,” between 
the time of injury and the later appearance of 
hemorrhage, which may last for a few hours, sev- 
eral days or, rarely, for weeks, 

The treatment of shock with blood, blood deriva- 
tives, electrolytes and oxygen is necessary in the 
majority of cases of abdominal trauma. Except in 
an occasional case where the findings point to the 
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shock being due to a massive hemorrhage the sur- 
gery should be delayed until the blood pressure is 
at least 80 mm. of mercury and the patient is show- 
ing some improvement. Relief of pain with mor- 
phine to allow rest, the head-down position, and 
the preservation of body heat are all important ad- 
juncts, It is important, as demonstrated by the 
recent experimental work of Wakim and Gatch, to 
merely create an external temperature approxi- 
mating that of the normal body. These authors 
have shown experimentally that cold, or heat above 
the normal body temperature, proved to be harmful 
to the life of animals in shock. 

In warfare it very frequently is not practical to 
perform any but the most necessary laboratory 
procedures. Of the various procedures the most 
valuable one in most cases is a flat x-ray plate of 
the abdomen which can be done very easily and 
quickly with the portable field unit. In penetrating 
wounds this will give the surgeon a great deal 
of information. If conditions permit, appropriate 
hematological studies can be carried out, the most 
valuable one in the presence of shock being the 
hematocrit determination of mean corpuscular 
volume. 

In the military service all soldiers are actively 
immunized against tetanus, and in a case receiving 
external wounds a stimulating dose of the toxoid 
is given. In cases that have not been actively im- 
munized, 1,500 to 3,000 units of tetanus antitoxin 
should be used and repeated at weekly intervals for 
two or three weeks if the circumstances indicate it. 
Furthermore, in certain badly lacerated wounds 
polyvalent gas bacillus antitoxin is indicated. 


SURGICAL INTERVENTION 


Surgical intervention in these desperately ill 
patients requires the utmost in skill, judgment, and 
teamwork, and it is never advisable to keep these 
patients on the operating table more than one hour. 
The choice of the anesthetic has a very important 
bearing on the outcome and, although many prob- 
lems of anesthesia in the seriously wounded must 
still be answered, ether remains the best and safest, 
single, all-around anesthetic agent in the aver- 
age case of abdominal trauma requiring surgery. 
Under certain practical conditions local field block, 
supplemented by nitrous oxide and oxygen, or 
cyclopropane, can be used to advantage. In a rare 
case, and again under certain conditions, cyclo- 
propane or ethylene might be used when the quality 
of rapid induction of the anesthetic agent is neces- 
sary to investigate without delay the question of 
internal hemorrhage or perforation. Spinal anes- 
thesia or basal anesthesia with the intravenous bar- 
biturates has no place in the surgical treatment of 
these patients who are susceptible to shock. 

The type of incision should depend upon the 
probable intra-abdominal structures that are in- 
jured and, if practical, should not be made through 
the traumatized tissues, The incision should be 
entirely adequate in length, and if no special indi- 
cations present themselves a paramedian or mid- 
line incision is generally preferable. If indicated, 
the incision may be oblique, transverse, subcostal 
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or costal with excision of the costal arch, or in the 
loin to expose posterolateral wounds of the ab- 
domen. 

If, on opening the abdominal cavity, hemorrhage 
is encountered, it must be controlled to prevent 
further shock and to eliminate interference with 
any other operative procedures necessary. Splenic 
tears always require splenectomy and, if necessary, 
the pedicle can be digitally compressed temporarily. 
Bleeding from lacerations of the liver may usually 
be temporarily controlled by warm, moist packs, 
or, if not, the hepatic artery and portal vein can be 
compressed digitally near the free edge of the 
gastrohepatic omentum. With a small wound of 
the liver a piece of muscle placed over it will often 
suffice. With larger tears mattress sutures wide 
of the tear, and not tied too tightly, may prove satis- 
factory, although packing with plain gauze may be 
necessary. At times the liver may be too ex- 
tensively ruptured or torn for repair. Bleeding 
from a superior mesenteric vessel may be controlled 
temporarily by digital pressure of the mesenteric 
vessels just below the duodenum. According to 
Storck, bleeding from the inferior vena cava has 
been successfully controlled by suture, or by for- 
ceps applied to the rent and left in position for 
several days. If ligation of the common or external 
iliac artery is necessary, Storck advises injection 
of the lumbar sympathetic ganglia with one in- 
jection of 95 per cent alcohol, or repeated injections 
of one per cent procaine to try to avert gangrene 
of the extremity. Extensive retroperitoneal hemor- 
rhage may be due to a kidney injury, and one should 
not hesitate to explore the kidney and ureter by the 
transperitoneal route. Nephrectomy can be per- 
formed and, if necessary, clamps may be left on 
the renal vessels for several days. 

If indicated by the type of injury, and after any 
significant hemorrhage that may have existed has 
been controlled, the intestinal tract is examined 
systematically, The entire colon is examined first 
because of the nature of any contamination from 
this organ. Any damage is repaired before going 
on with the exploration, and it is important to 
watch for perforations on the posterior wall, as 
they can be easily overlooked. The ascending and 
descending colon normally possess no mesentery, 
and if a wound is suspected involving the posterior 
wall the segment must be mobilized. Beginning at 
the ileocecal valve the small intestine and its mesen- 
tery are then carefully examined and any injuries 
repaired as they are discovered. A hematoma at 
the junction of the mesentery and intestine must 
be carefully examined for a perforation. Follow- 
ing this the duodenum, anterior and posterior wall 
of the stomach, pancreas, biliary tract, liver, spleen, 
diaphragm, bladder and retroperitoneal structures 
are examined as indicated. 


Complete division of the large bowel is less fre- 
quent than in the small bowel, due to its size, but 
large tears are more frequent. Also, because of 
the lack of numerous coils, except in a case with a 
redundant pelvic colon, wounds of the colon are 
less apt to be multiple than in the small bowel. 
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Perforations of any part of the gastro-intestinal 
tract should, if possible, be cared for by suture 
rather than resection, due to the almost prohibitive 
risk. However, at times, due to extensive damage 
or an interruption in the blood supply, resection 
is necessary. If resection of the colon is indicated, 
an obstructive type of resection, which is a graded 
procedure and simply performed, is the safest. 
This may be supplemented in some cases by cecos- 
tomy. If the patient’s condition necessitates it, the 
damaged loop may merely be exteriorized, as is 
practiced in doing the first stage of the Mikulicz 
resection for carcinoma of the colon. A resection 
with anastomosis should never be done. Colostomy 
is indicated only in very extensive wounds which 
are, however, amenable to suturing, and also in the 
case of rectal wounds. Drainage should be the pro- 
cedure of choice following care of wounds of the 
colon. 


In the small intestine very small wounds can be 
closed by purse-string suture, whereas in larger 
wounds the closure should be transverse to the long 
axis to avoid narrowing of the lumen unless it 
causes angulation. If resection is obligatory,end-to- 
end anastomosis is usually the procedure of choice, 
although a side-to-side anastomosis is quite satis- 
factory. Occasionally, in the presence of severe 
shock it is best to adopt the method used in treat- 
ing colon wounds that require resection, by merely 
exteriorizing the damaged loop or performing an 
obstructive type of resection. A short circuiting 
operation, such as a transverse ileocolostomy, 


would conceivably be indicated in certain rare 
instances. 


In wounds of the stomach the posterior surface 
must always be examined, and this is best accom- 
plished by opening the gastrocolic or gastrohepatic 
omentum. In the case of an extensive gastric or 
duodenal wound, gastro-enterostomy might be un- 
avoidable, or it might be necessary to perform a 
jejunostomy for feeding. Pancreatic wounds are 
generally associated with other injuries, and there 
is very little that can be accomplished by direct 
treatment. The paucity of these wounds seen by 
the surgeon is undoubtedly due to the relationship 
of the gland to the large blood vessels. Gall-bladder 
and common-duct injuries are treated by cholecyst- 
ostomy, choledochostomy or, rarely, by cholecyst- 
ectomy, as the indications present themselves. 
Wounds of the ureter are rare, but the general 
surgeon frequently sees bladder tears that are 
treated by suture and an indwelling catheter, or 
suprapubic cystostomy, as indicated. Wounds of 
the diaphragm and thorax frequently accompany 
abdominal trauma. Diaphragmatic lacerations are 
often most difficult to approach and repair in the 
course of an emergency abdominal operation and, 
unless dangerous to the patient, should be left for 
an elective procedure to be performed at a later 
date. If emergency repair is necessary, the trans- 
pleural approach is more satisfactory in most in- 
stances. 


Before closure of the abdomen it is essential to 
use one of the sulfonamide drugs intraperitoneally, 
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and evidence is rapidly accumulating to show that 
for this purpose sulfathiazole is superior to the 
older, more widely used sulfanilamide, Neither 
drug produces evidence of peritoneal irritation ; 
whereas sulfapyridine, and to a lesser extent sulfa- 
diazine, are definite peritoneal irritants and should 
not be considered. Sulfathiazole, from the stand- 
point of its antibacterial activity, is “polyvalent,” 
and does not disappear from the peritoneal fluid 
for as long as four or five days after use. Because 
of this last quality it is not necessary to use oral 
or parenteral sulfonamide therapy for the first 
three or four days after surgery. In contrast, 
sulfanilamide is considered “monovalent” from the 
standpoint of its antibacterial activity, and dis- 
appears from the peritoneal fluid in less than 
twenty-four hours. This makes it necessary to 
start oral or parenteral sulfonamide therapy, if it 
is considered necessary, within twenty-four hours 
after surgery. Up to 10 grams of sulfathiazole can 
be used intraperitoneally, and it must be in the 
powdered or crystalline form. It is also important 
that it be dispersed over the surfaces rather than 
packed into one or two pockets. 

In view of the general serious character of these 
cases and the possibility of disruption, closure of 
the exploratory wound, using through and through 
steel alloy sutures, is the procedure of choice. The 
wounds of entrance and of exit are thoroughly de- 
brided, powdered lightly with sulfathiazole, and 
vaseline gauze inserted. Any intraperitoneal drains 
or packs are brought out through stab wounds or 
through the traumatic wound if present. 


POSTOPERATIVE CARE 


Good postoperative care is paramount and a few 
important points are worth consideration. Blood 
and blood substitutes must be used freely to com- 
bat shock, anemia and hypoproteinemia and the 
electrolytes, to maintain a sodium chloride balance 
and a fluid intake of at least 3,000 cubic centimeters 
in each twenty-four hours. One hundred per cent 
oxygen given by the mask method is effective as 
an adjunct in shock therapy, and also for removing 
nitrogen from the lumen of the distended intestine 
in ileus, which is so frequently a complication fol- 
lowing abdominal trauma. It should be routine 
treatment to use a gastroduodenal catheter in these 
cases for prevention and treatment of ileus, and, 
if necessary, a Miller-Abbott tube. Even in the 
absence of special indications for sulfonamide 
therapy, it seems advisable in cases of wounds that 
have perforated the peritoneum, or wounds of the 
gastro-intestinal tract, to continue its administra- 
tion for seven days postoperatively, If given 
orally, sulfathiazole or sulfadiazine seems prefer- 
able ; whereas if given intravenously, sodium sulfa- 
diazine appears to be the drug of choice, although 
sodium sulfathiazole has proven quite satisfactory. 
In conjunction with sulfonamide therapy it must 
be remembered that frequent blood levels, blood 
counts, and urinalyses should be done if practical. 
The urinary output should be a minimum of 1,000 
cubic centimeters daily. The rdle of vitamins, par- 
ticularly the vitamin B complex group and vita- 
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min C, makes their administration important in the 
care of these postoperative patients. 
Hoff General Hospital. 
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DIABETES MELLITUS: SOME OF THE NEWER 
FACTORS IN ITS ETIOLOGY AND 
TREATMENT * 


W. D. Sansum, M. D. 
Santa Barbara 


IX TRODUCTION.—Most investigators agree 
that a blood sugar which is too high causes exist- 
ing diabetes to become progressively worse. 

An unduly elevated blood sugar after meals may 
be the precipitating cause of diabetes in those who 
are already predisposed to this disorder. More im- 
portant still, from a statistical viewpoint, the ab- 
normally high blood sugar caused by overeating 
may have been the most important factor in the 


* From the Sansum Clinic, Santa Barbara. 
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development of this disorder in the very large 
group of obese diabetic patients. If these state- 
ments prove to be true, then the objectives, both 
in the prevention and treatment of diabetes, are 
simplified. 


Experimental work in support of the idea that 
a blood sugar which is too high may be the most 
important factor in the causation of diabetes in 
animals : 


Allen’s work +? deserves first consideration. He 
showed that, following radical partial pancreatec- 
tomy in a dog, there were no signs or symptoms 
of diabetes until overfeeding abnormally elevated 
the blood sugar, resulting in the overstimulation 
and fatigue of the remaining island tissue. This 
overstimulation resulted in hydropic degeneration 
of the beta cells. Starvation of the dog resulted in 
the lowering of the blood sugar and a recovery of 
the beta cells of the islands of Langerhans if the 
overfeeding had not been carried on too long. 
Copp and Barclay * found that in similarly partially 
depancreatized dogs insulin therapy, which lowered 
the blood sugar to normal, brought about the same 
favorable results without starvation. 

The second method of producing diabetes in in- 
tact animals is the daily injection of a watery ex- 
tract of the anterior pituitary gland. This work 
was done in widely separated centers by Evans,‘ 
Houssay,® Young,® and Best.” The principal lesion 
in the pancreas is that of a very rapid degeneration 
of the beta cells in the islands of Langerhans, simi- 
lar to that observed by Allen. If the injections are 
not continued too long, then a spontaneous re- 
covery occurs when the injections are stopped. If 
the injections are continued long enough, then the 
diabetes is permanent. 

Best, Campbell, and Haist have shown that the 
injection of this pituitary extract is associated with 
an increase of the blood sugar, probably due to the 
effect of the extract on the liver and other cells 
in the body. They showed that the simultaneous 
injection of insulin prevented the degenerative 
changes in the islands. They believe that the over- 
stimulation and subsequent fatigue of the island 
cells are due to the high blood sugar or to those 
factors instrumental in the regulation of the blood 
sugar, incident to the injection of the pituitary ex- 
tract, and not to the direct effect of the pituitary 
extract on the island cells. 


Best and Haist,*® studying the actual insulin 
content of the pancreas in rats, have shown that it 
varied remarkably with the type of diet used. Star- 
vation and low calorie diets reduced the insulin 
content of the pancreas, diets composed mostly of 
fat did likewise, but both high carbohydrate and 
high protein diets increased it. Insulin, when used 
with starvation, low calorie diets, or high fat diets, 
further reduced the insulin content of the pan- 
creas, and when used with high carbohydrate or 
high protein diets prevented an increase in insulin. 
The procedures, therefore, which generally lower 
the blood sugar, such as starvation, low calorie 
diets, high fat diets, and insulin, reduce the insulin 
content of the pancreas. Whether this decreased 
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insulin content is due to lessened normal stimu- 
lation of the islands and decreased production or 
to excessive stimulation and exhaustion is yet un- 
known, On the other hand, high carbohydrate or 
high protein diets increase the insulin content of 
the pancreas. 

Thus we see that, aside from total pancreatec- 
tomy, experimental diabetes is produced by pro- 
cedures associated with an elevated blood sugar, 
with a resultant overstimulation and fatigue of the 
insulin-secreting cells of the pancreas, 
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Clinical data in support of the idea that a blood 
sugar which is too high may be the most important 
factor in the causation of human diabetes: 

Overweight is by far the most common condition 
associated with diabetes. According to Joslin’s*° 
statistical survey, overweight preceded diabetes in 
77 per cent of this series of cases. John* did 
glucose tolerance tests on 182 aglycosuric obese 
patients and found abnormally high curves in 65 
per cent of them. Ogilvie '* concluded that the im- 
pairment of tolerance was relative to the duration 
and not to the degree of the obesity. Usually this 
required a period of eleven years, but every woman 
who had been obese for eighteen years showed de- 
layed utilization of glucose. Newburgh,'® in his 
1936 series of 370 new cases, 316 of whom were 
past thirty years of age, found that 57 per cent 
were obese on admission. About two-thirds of 
these patients were less than 40 per cent over- 
weight. 

Overweight is due in part to overeating. A single 
extra large meal elevates the blood sugar beyond 
the usual physiological response. Nature responds 
with a relatively increased insulin secretion. If the 
overeating is continued, then in the early stages of 
overweight there is a more or less continual hyper- 
insulinism. 

A standard oral glucose tolerance test done after 
a period of increased insulin production from over- 
eating may then show an abnormally low curve. 
Possibly in the past we have given false security to 
many overweight patients by telling them that they 
had no signs or symptoms of diabetes, whereas the 
low curve should have been a serious warning. 
Incidentally, the hyperinsulinism and the lower 
than normal blood sugar stimulates the appetite. 
Patients then eat still more. If this abnormal 
stimulation of the pancreas is continued long 
enough, abnormally high blood sugar curves occur 
first, eventually followed by sugar in the urine, If 
such a patient is placed on a maintenance diet for 
a sufficient length of time, then the standard glu- 
cose tolerance test shows a normal or even an ele- 
vated curve. Newburgh insists that all glucose 
tolerance tests to be of value must be preceded by 
a normal diet for five days. He uses 300 grams of 
carbohydrate with enough protein and fat to make 
up a 2,800 calorie diet. 

Newburgh has shown convincingly the_favor- 
able effect on the hyperglycemia of obese patients 
by ample weight reduction. He treated a group of 
sixty-two patients, forty-seven of whom adhered 
to the diet as long as they were requested to do so. 
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Six, or 12.6 per cent, of the forty-seven showed 
little or no improvement. Five, or 10.6 per cent, 
were improved slightly. The remaining thirty-six, 
or 76.6 per cent, achieved normal glucose tolerance 
tests. Commenting on the six that did not improve, 
Newburgh feels that they may have had a mild 
type of juvenile diabetes complicated by the subse- 
quent overweight. He believes that the thirty-six 
did not inherit an incurable disorder of the tissues 
that produce insulin, but that the hyperglycemia 
was-the simple result of their obesity. 

Heredity is another accepted cause of diabetes. 
If one includes all of the patients whose relatives 
have or have had either diabetes or diabetes and 
obesity, then the incidence of hereditary diabetes 
is very high. However, if, as suggested before, 
some of these patients have diabetes solely because 
of their overweight and not because of any in- 
herited damage to the pancreas, then the incidence 
of hereditary diabetes may not be high. 

Warren estimated the number of islands of 
Langerhans in a series of 259 pancreases from dia- 
betic patients. He found that fifty-one, or about 
20 per cent, showed a decrease in the number of 
islands. A person might be born with too few 
islands, which is comparable to experimental par- 
tial pancreatectomy. Diabetes may appear in the 
first few months of life. It is more apt to appear 
in the adolescent period, when the need for food 
is at a very high level. In such cases an elevated 
blood sugar is found before sugar appears in the 
urine. 

Severe infections, such as mumps and scarlet 
fever, are sometimes followed by diabetes. Chronic 
infections, such as those of the gall-bladder, some- 
times precede diabetes. No one as yet has suc- 
ceeded in prodycing diabetes with infectious agents. 
However, the ififéction might specifically damage 
the pancreas. Many men have observed the de- 
velopment of’diabetes following an attack of acute 
pancreatitis. An infection might damage the liver, 

“anterfering with its ability to use glucose, resulting 
in the subsequent elevation of the blood sugar. 
Many investigators have observed an improvement 
in the diabetic condition following the removal or 
the drainage of an infected gall-bladder. 

Hyperthyroidism is associated with a disturb- 
ance in glucose utilization or mobilization, as mani- 
fested by a high blood sugar curve, both by the 
oral and intravenous methods. Hyperthyroidism, 
complicating diabetes, has a dilatory effect. Medi- 
cal and surgical treatment of this condition im- 
proves diabetes. 


PREVENTION OF DIABETES 


Overweight must be avoided and always treated 
when present. All patients with an hereditary tend- 
ency must be examined regularly. We must not 
be content with urine sugar determinations alone. 
Fasting blood sugars are necessary. Glucose toler- 
ance tests must be done after the patients have been 
prepared with a normal diet for a few days. Chil- 
dren should be observed after serious infections. 
Adults with known gall-bladder disease should 
have blood sugar and glucose tolerance determi- 
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nations made. Patients should be checked care- 
fully for hyperthyroidism and treated promptly 
when it is present. Ideally, any abnormal elevation 
of the blood sugar should be treated before the 
clinical diagnosis of diabetes is made by the pres- 
ence of pathological sugar in the urine. Best goes 
so far as to suggest that in hereditary diabetes, 
even before sugar appears in the urine, insulin 
should be used if restrictions in the diet do not 
bring the fasting blood sugar to a normal level. 


TREATMENT OF DIABETES WITH DIET ALONE 
AND WITH DIET AND INSULIN 

There are only three sources of calorie-yielding 
foods, namely, carbohydrates, proteins, and fats. 
The protein needs of the body can be satisfied ade- 
quately with about 80 grams of efficient protein 
aday. Stadie*® and Koehler ** have shown that all 
persons have a limited ability to burn fat which 
at rest amounts to about 1,200 calories a day. We 
do not know how much more can be burned with 
activity and, until we do, caution must be exercised 
in using more than 1,200 calories of fata day. The 
rest of the diet must be composed of carbohydrates. 

Statistically, in the treatment of diabetes, the 
most common diet used is a low calorie diet because 
sO many patients are overweight when first seen. 
We usually start such patients on a diet of about 
1,000 calories. We prefer to keep the fats as low 
and the proteins as high as possible, using about 
100 grams of carbohydrate, 90 grams of protein, 
and 25 grams of fat. 

We usually start an adult who is not overweight 
with a diet of about 2,000 calories. Representative 
manuals for diabetic patients at the present time 
contain 2,000 calorie diets which are remarkably 
alike as compared with the diets in use twenty years 
ago. The carbohydrate has been raised and the fat 
lowered, as indicated in the following table. 


TABLE 1.—Two Thousand Calorie Diets 








Carbo- Pro- 

hydrate tein Fat 
Joslin 1941 103 
Wilder 1941 110 
Sansum 1939 6 98 


Total 
Calories 


A diet of approximately 2,500 calories is suf- 
ficient to enable an average adult with limited 
activity to gain weight, but more food may be 
necessary for the active adolescent child and for 
an adult who is doing hard physical work. High 
calorie diets in the textbooks previously mentioned 
are illustrated in the following table. 


TaBLe 2.—High Calorie Diets 








Carbo- Pro- 

hydrate tein Fat 
Joslin 1941 99 123 
Wilder 1941 ane 84 179 
Sansum 1939 100 125 


Total 
Calories 


Wildér’s diet is the highest in fat and the lowest 
in carbohydrate. If enough of the fat in this type 
of diet were stored in the gaining in weight process, 
there would be no danger of overstepping the fat 
tolerance of the patient; but we feel that such a 
diet might be high enough in fat if it is not stored 
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to be close to the danger line, especially in the pres- 
ence of some intercurrent infection. 

Our use for many years of diets that contain 
more nearly the amount of carbohydrate found in 
normal diets was prompted by the desire to give 
diets generally adequate and also to keep the fat 
intake at a normal level. Adequate insulin always 
has been used when needed to keep the blood sugar 
normal with subsequent improvement, as shown 
by reduced insulin requirement.'”?* 

The sample diets arranged for us by Ruth Bow- 
den, our dietitian, are representative of three types 
of diets commonly used. 

Patients who can be controlled with dietary 
treatment alone belong largely to the overweight 
group. However, if the patient has had diabetes 
for a long time it often requires many weeks of 
careful dietary treatment to free the patient’s urine 
from sugar and reduce the blood sugar to normal. 
Even if the urine is free from sugar but the blood 
sugar is too high, we find that much time can be 
gained by giving these patients about 20 units of 
protamine zinc insulin. We explain to these pa- 
tients that this is done to improve their tolerance 
as rapidly as possible, and that in all probability 
they will need to take insulin only for a short time. 
All patients should know how to use insulin, be- 
cause those who do not need it regularly may re- 
quire it for a brief time in the presence of an acute 
infection. 

The patients who need less then 35 units of in- 
sulin a day also are cared for easily. They are given 
whatever diet they should have and the appropriate 
number of units of protamine zinc insulin in a 
single injection before breakfast each morning. 
The insulin is increased or decreased, depending 
upon the fasting blood sugar. Many patients who 
will belong to this group eventually may require 
more than 35 units of insulin in the beginning. 

The patients who need more than 35 units of 
insulin a day, in addition usually require some un- 
modified insulin. The effect of protamine zinc in- 
sulin is more or less continuously uniform through- 
out the twenty-four hours with a small amount of 
the insulin lasting more than twenty-four hours. 
During the daytime, and especially following break- 
fast, sugar is absorbed more rapidly than the modi- 
fied insulin. Therefore, unmodified insulin, which 
is quickly absorbed, is given to care for part of the 
sugar absorbed during the day. For example, a 
patient who needs 60 units of insulin a day might 
take 45 units of protamine zinc and 15 units of 
unmodified insulin. Both of the insulins are taken 
before breakfast, but in separate injections and at 
separate sites. If sugar appears in the urine after 
breakfast, a larger amount of the unmodified in- 
sulin is given. If the fasting blood sugar is too 
high, then the protamine zinc insulin is increased. 

Colwell &-eports excellent results by mixing the 
two insuims in a single syringe. However, there 
is always such an excess of protamine in the pro- 
tamine zinc insulin that unless fairly large pro- 
portions of unmodified insulin are mixed with it 
the whole effect is that of protamine zinc insulin. 
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TaBLE 3.—1,000 Calorie Diet 
Carbohydrate and Fat Ratio 4 to 1 
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DIET LIST 
Breakfast 


12 per cent fruit ......................... 
Eg: 


AMOUNT 
Grams 





Hot beverage ... 





Noon Meal 


3 per cent vegetables 


6 per cent vegetable 

12 per cent fruit 

i 

Skimmed milk 
Hvening Meal 

Meat 

3 per cent vegetables 


6 per cent vegetable 
12 per cent fruit 





Butter 
Hot beverage 





Evening 
Skimmed milk 





Approximate Food Value: 


SAMPLE MENU 
Breakfast 





Sliced orange 
Boiled egg 





Whole wheat toast 





Butter 





Coffee 





Lunch 
Broiled fish 
Stewed tomatoes . 
Shredded cabbage 
String beans 





Raspberries . 
Butter ........ 





Skimmed milk 


Dinner 
Roast beef 
Beet greens . 
Cauliflower 





Baked squash . 
Apple sauce 

Butter Sdesabibisieds 
Coffee or tea .... 





Evening 
Skimmed milk 


AMOUNT 


Measure 
1 small 
1 egg 
1 slice 
% pat 


3 ounces 

3 tablespoons 
3 tablespoons 
3 tablespoons 
4 tablespoons 
% pat 

% pint 


4 ounces 

3 tablespoons 
3 tablespoons 
3 tablespoons 
4 tablespoons 
% pat 


¥% pint 


Carbohydrate 106, Protein 92, Fat 26, Calories 1,026. 





NOTE: Only vegetables with 3 and 6 per cent carbohydrate content and fruits with 12 per cent carbohydrate 
content are shown in the diet list and menu, but any vegetable or fruit containing from 8 to 15 per cent inclusive 
may be used by substituting the correct amount. 


in the diet list. 


Taste 4.—2,000 Calorie Diet 
Carbohydrate and Fat Ratio 2 to 1 


Other substitutions may be made also for various staple foods 








DIET LIST 
Breakfast 
12 per cent fruit 


20 per cent cream . 
Butter 
Hot beverage 


Midmorning 





AMOUNT 


Grams 


OD IE GG essscccins sasinichicioctiescnntcsiveestns 


Noon Meal 


UIIN slits asiiiicanetsiasenininidinase 
3 per cent vegetables 


6 per cent vegetable ............ : 
12 per cent fruit ? 


Midafternoon 
12 per cent fruit 


Evening Meal 


Meat seideoadics 


3 per cent vegetables 


18 per cent vegetable 
12 per cent fruit 
Bread ... 

Butter ... 

Hot beverage . 


Evening 
Milk 


Approximate Food Value: 


240 


SAMPLE MENU 


Breakfast 
Orange juice ............ 
Poached egg isicabeccediieniatanl 
Whole wheat toast ................ 
20 per cent cream .. 
ae 
Coffee 


Midmorning 
Apricot juice 


Lunch 
Cold boiled ham 





Vegetable salad: 
Tomatoes 
Asparagus .. 
Lettuce 
String beans 





Pineapple 
French roll 
Butter 

French dressing . 


Midafternoon 
Apple juice 


Dinner 
Broiled steak 
Summer squash 
Spinach 
Baked potato 
Sliced peach 


Evening 
IE siseessorivtotonss 


Grams 


240 


Carbohydrate 197. Protein 90, Fat 95, Calories 2,003. 


AMOUNT 


Measure 
5 ounces 


4 tablespoons 
1 pat 


5 dunces 


2 ounces 


1 medium 

3 stalks 

3 leaves 

3 tablespoons 
5 tablespoons 
1 small 

% pat 

1 tablespoon 
% pint 


5 ounces 


3 ounces 

3 tablespoons 
3 tablespoons 
1 small 

1 medium 

1 slice 

1% pats 


% pint 





NOTE: Only vegetables with 3, 6, and 18 per cent carbohydrate content and fruits with 12 per cent carbo- 
hydrate content are shown in the diet list and menu, but any vegetable or fruit may be used by substituting 
the correct amount. Other substitutions may be made also for the various staple foods in the diet list. 
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TABLE 5.—2,500 Calorie Diet 
Carbohydrate and Fat Ratio 2 to 1 








DIET LIST 


Breakfast 
12 per cent fruit 
Cereal 
Milk 
Egg 
Bread 
20 per cent cream 
Butter 
Hot beverage 


AMOUNT 


Grams 





Milk 
Egg 




















Midmorning 
12 per cent fruit 
Noon Meal 


Meat 
3 per cent vegetables 











6 per cent vegetable ..................... 
12 per cent fruit 
Bread 
Butter 
Milk 














Milk 
Midafternoon 
12 per cent fruit 


Evening Meal 


Meat 
SO UTE WO asi std ccc niccsaccncricescrnisiin 





18 per cent vegetable 
12 per cent fruit ...... 
Butter beanie 
Bread 
Het beverage 


Roll 





Evening 
Bread 
Butter 
Milk 











Approximate Food Value: 


SAMPLE MENU 


Breakfast 


Orange juice 
Oatmeal 


AMOUNT 


Grams Measure 
5 ounces 
% cup 

% cup 











legge 





Whole wheat toast 
20 per cent cream .... 
Butter 
Coffee 


1 slice 
4 tablespoons 
1 pat 














Midmorning 
Pineapple juice 


Lunch 
Meat loaf 
Broccoli 
Stewed tomatoes 
Eggplant 
Apricots 
Rye bread 
Butter 


5 ounces 





3 ounces 

3 tablespoons 
3 tablespoons 
3 tablespoons 
3 large 

1 slice 

2 pats 

¥% pint 


























Midafternoon 
DE HR Scrat reteset 


5 ounces 


Dinner 
Roast chicken 
Cauliflower 
Asparagus 
Mashed potatoes 
Raspberries 
Butter 


4 ounces 

3 tablespoons 
6 stalks 

5 tablespoons 
5 tablespoons 
2 pats 

1 roll 

















Coffee or tea 





Evening 
Toast 
Butter 
Milk . 


Carbohydrate 242, Protein 116, Fat 112, Calories 2,530. 





1 slice 
% pat 
% pint 











NOTE: Only vegetables with 3, 6, and 18 per cent carbohydrate content and fruits with 12 per cent carbo- 


hydrate content are shown in the diet list and menu 
the correct amount. 


For example, according to Peck,*° if the patient 
were to take 60 units of insulin a day, a mixture 
of 30 units of protamine zinc and 30 units of un- 
modified insulin would give approximately 15 units 
of unmodified insulin. The other 15 units combine 
with the excess protamine zinc insulin so that the 
final result is 45 units of protamine zinc insulin 
and 15 units of unmodified insulin. A large syringe 
must be used so that a thorough mixing can take 
place. Because of the uncertainties of this pro- 
cedure, we recommend separate injections of the 
modified and unmodified insulins. 

Histone insulin," developed in our own labora- 
tories, shows a higher curve of absorption during 
the daytime and a lower curve of absorption during 
the night than the protamine zinc insulin. We 
have a number of patients who are taking 60 or 
more units of histone insulin with no unmodified 
insulin. They have no sugar in the urine and a 
normal fasting blood sugar. 


SUMMARY 


1. Most investigators agree that an abnormally 
high blood sugar makes existing diabetes pro- 
gressively worse. 

2. Experimental and clinical evidence has been 
presented in support of the idea that an abnormally 
high blood sugar may be an important factor in 
the causation of clinical diabetes, either in obese 
persons or in those who, for some reason or other, 
are predisposed to this disorder. 


but any vegetable or fruit may be used by substituting 
Other substitutions may be made also for the various staple foods in the diet list. 


3. In the management of diabetes or in the pre- 
diabetic state, it is exceedingly important that the 
blood sugar be kept normal with diet alone or with 
diet and insulin. 


4. We prefer to use diets which are as nearly 
normal as our present knowledge of nutrition per- 
mits regardless of the severity of the diabetes. 

Sansum Clinic. 
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POLIOMYELITIS: ITS PRESENT STATUS * 


N. B. Netson, M. D. 
Los Angeles 


LINICIANS are accustomed to dealing with 

practical problems. They ask practical ques- 
tions and expect practical answers. They have little 
time to consider the many vague theories of polio- 
myelitis, however intriguing they may be. The 
present discussion avoids controversial subjects as 
much as possible, and attempts to give practical an- 
swers to five practical questions which vitally con- 
cern clinicians. 

QUARANTINE 


The question is frequently asked by clinicians: 
Of what value is isolation of cases and quarantine 
of contacts in controlling the spread of poliomyeli- 
tis? In answering this, I want to draw your at- 
tention to the extensive evidence indicating wide- 


* From the Health Department, city of Los Angeles. 


Vol. 60, No. 1 


Percentage of Non-Immune Individuals in Different Age Groups 


ADULTS 
AGE GROUPS 


Fig. 1.—From Aycock, W. L., and Kramer, S. P.: Immu- 
nity to Poliomyelitis in Normal Individuals in Urban and 
Rural Communities, as Indicated by the Neutralization 
Test, Journal of Preventive Medicine, Vol. 4, No. 3, page 
189, May, 1930. 


spread dissemination of the virus of poliomyelitis. 
W. Lisyd Aycock * has estimated that close to one 
thousand people are infected with the virus of 
poliomyelitis for every recognized case of the dis- 
ease. This estimate is based, first, upon extensive 
sampling of the general immunity status of the 
population by virus neutralization tests. If we 
compare the general immunity of the population to 
poliomyelitis—as indicated by virus neutralization 
surveys-—-to that of diphtheria, as indicated by 
Schick surveys—we find surprising parallelism. In 
Figure 1, taken from Aycock,? it will be noted that 
the percentage of immunes in the population for 
each age group is similar for both diphtheria and 
poliomyelitis. It should be noted, further, that for 
both diphtheria and poliomyelitis there is an equal 
and correspondingly higher rate of immunity for 
each age group in urban areas than in rural areas. 
From these facts we are led to conclude that the 
virus of poliomyelitis is approximately as wide- 
spread in both rural and urban communities as is 
the bacillus of diphtheria. 

The second bit of evidence indicating the wide- 
spread nature of poliomyelitis is the age incidence 
of the disease. We know that measles is a child- 
hood disease, because susceptibles have been elimi- 
nated in the older age groups through the develop- 
ment of specific immunity. At the age of fifteen 
years, approximately 95 per cent of the population 
have had measles and can no longer be infected. 
There was a time in Europe when even smallpox, 
because of its widespread nature, was essentially a 
childhood disease. Poliomyelitis is, in the main, a 
disease of early life. In cities where the rate of 
contact and the general immunity status are high, 
the average age of onset in any single outbreak is 
correspondingly low. In the country, smaller towns 
and villages, where the rate of contact is low and 
the general immunity status of the population is 
also low, the average age of onset is correspond- 
ingly high. This is demonstrated nicely by the age 
distribution of cases occurring in New York State 
in 1916. It will be noted in Figure 2 that in New 
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Fig. 2.—From Nicoll, Am. J. Dis. Child., 14:69, 1917: 
Age incidence of poliomyelitis in various population areas. 


York City itself 78.8 per cent of the patients were 
under five years of age, while in upstate New York 
only 59.2 per cent were under five years of age, 
and in rural New York only 45.5 per cent were 
under five years of age. 

The clinching evidence indicating the relatively 
widespread dissemination of the poliomyelitis virus 
lies in the actual demonstration of the virus in stools 
of healthy contacts and in surveys of the general 
population. 

In view of the large number of unrecognized 
infected and undoubtedly infectious individuals in 
the population at large, it must be concluded that 
control of cases and immediate contacts does little, 
if anything, to control the spread of this disease. 
Quarantine may, however, serve to alleviate the 
enormous apprehension which always exists in the 
population during an epidemic, and certainly helps 
prevent panic. 

SANITATION 

In view of the recent isolation of the virus of 
poliomyelitis from the stools of cases and contacts, 
the question of the réle of sanitation in the control 
of poliomyelitis deserves consideration. By sani- 
tation one refers, in the main, to control of water, 
milk, and sewage. That dissemination of the polio- 
myelitis virus by water supplies is possible, no one 
can deny. Before, however, it is concluded that 
this is a common means of dissemination it must 
be shown that the behavior of the disease in human 
communities follows the distribution of water. It 
might be pointed out that tularemia and brucellosis 
have, on occasion, been disseminated by the water 
supply. It might be further pointed out that the 
tubercle bacillus may be recovered from sewage. 
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None of these diseases are, however, considered to 
be true water-borne diseases. 

With respect to water-borne poliomyelitis, Ken- 
neth F. Maxcy ® calls attention to the following 
facts: 

“1. It has never been shown that either the epi- 
demic or the endemic incidence of poliomyelitis is 
significantly associated with the quality and safety 
of water supplies, as determined by either a sani- 
tary survey or by bacteriological analysis or by 
both. 

2. When poliomyelitis has invaded large urban 
communities whose population is served simultane- 
ously by a common water supply, the cases have 
not been scattered in time, in place, and persons 
expected. The disease has characteristically mani- 
fested a slow radial or progressive spread from an 
initial focus. 

3. When poliomyelitis has occurred in rural 
areas, it has moved at a strikingly constant speed 
from place to place in a wholly unpredictable 
manner, but unaffected by the character of the local 
private water supplies. 

4, Finally, and perhaps most important of all, 
there is on record at present not a single instance 
of an explosive outbreak of this disease which has 
been attributed to simultaneous exposure of a 
group of people to a common source of water.” 

There is very little doubt but that milk-borne 
poliomyelitis may occur. Of the eight such out- 
breaks suggested, approximately three may be con- 
sidered as fairly well established. During the few 
years preceding the 1916 outbreak of poliomyelitis 
on the Eastern coast, there were many thousands 
of cases of diphtheria, scarlet fever, typhoid fever, 
and gastro-enteritis, traced to milk. Yet, in spite 
of the fact that the 1916 epidemic was the most 
extensive outbreak recorded in the United States, 
and despite the fact that it occurred at a time when 
pasteurization of milk was not extensive, we know 
of no milk-borne outbreak of poliomyelitis reported 
during this time. It must be concluded, therefore, 
that milk-borne poliomyelitis is, at best, a rare 
occurrence. 

TONSILLECTOMY 


The recent report by Francis, Toomey, et al.,* 
of the occurrence of five cases of bulbar poliomyeli- 
tis, resulting in three deaths out of five siblings 
within three weeks of simultaneous tonsillectomies, 
has emphasized the relation between the develop- 
ment of the bulbar form of poliomyelitis and recent 
tonsillectomy. Aycock, in 1929,° had shown that 
an unusually high incidence of the bulbar form of 
poliomyelitis follows tonsillectomy. It is obvious 
from Figure 3 that, while the incidence of spinal 
poliomyelitis is not affected by tonsillectomy, the 
incidence of bulbar and bulbospinal poliomyelitis 
is markedly influenced by recent tonsillectomy. In 
a later paper, Aycock ® has shown that a tonsillec- 
tomy any time in the past predisposes to the bul- 
bar form of poliomyelitis. In Figure 4, it may be 
seen that for each age group the percentage of the 
bulbar form of poliomyelitis in patients who have 
had a previous tonsillectomy is from two to three 
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Fig. 3.—Poliomyelitis following recent tonsillectomy ac- 
cording to interval in days and clinical type of disease. 


From Aycock, W. L.: Tonsillectomy and Poliomyelitis ; 
epidemiologic considerations, Medicine, 21:65-94, February, 
1942. 
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Fig. 4.—Percentage of poliomyelitis cases in each age 
group which were bulbar in type according to presence or 
absence of tonsils. 

From Aycock, W. L.: Tonsillectomy and Poliomyelitis ; 
epidemiologic considerations, Medicine, 21:65-94, February, 
1942. 


times as high as in patients who have not had a 
previous tonsillectomy. In view of these findings 
it must be concluded that the indications for tonsil- 
lectomy should be more carefully weighed, taking 
into consideration at all times the small but definite 
hazard of bulbar poliomyelitis. 
DIAGNOSIS 

As a result of Sister Kenny’s influence, we are 
finding ourselves becoming more and more muscle- 
spasm conscious. Where, diagnostically, we had 
previously looked only for muscle weakness and 
reflex changes, now we find ourselves looking, as 
well, for muscle spasm. Sister Kenny has pointed 
out that in acute poliomyelitis there is invariably a 
spasm of the back and neck muscles, almost always 
a spasm of the ham-string muscles, and frequently a 
spasm of the quadriceps. As we find ourselves be- 
coming more adept at determining the presence or 
absence of muscle spasm, we find such determi- 
nations of greater help in differential diagnosis. 
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TREATMENT 


The Sister Kenny technique of physiotherapy 
has caused considerable comment, both in the pro- 
fession and among the laity. There is no doubt but 
that hot packs reduce muscle spasm, and that the 
patient while under them is much more comfort- 
able. There is also very little doubt but that relief 
of muscle spasm tends to prevent the occurrence 
of deformities. Regardless of treatment, however, 
about 90 per cent of the paralysis that is present 
at the height of the disease eventually recovers com- 
pletely. How much of the 10 per cent of the par- 
alysis which remains is altered by any technique is 
extremely difficult to determine, and it will be some 
time before we can definitely say to what extent 
muscle strength is altered by this form of therapy. 
We should remember that for twenty-five years 
proponents of early activity and prolonged im- 
mobilization have been equally vociferous over the 
results of their opposite forms of treatments. 

Attempts are being made in Minnesota at the 
present time to explain, on a physiologic basis, 
Sister Kenny’s so-called mental alienation. While 
these studies have not yet been completed, there is 
apparently accumulating evidence to indicate that 
a certain amount of the incodrdination, and even 
paralysis, of poliomyelitis is due to damage of the 
internuncial cells. It has been shown in animals 
that damage to these cells, which lie between the 
afferent and efferent or sensory and motor ele- 
ments of the reflex arcs, may cause incodrdination 
and even muscle paresis, similar to that seen in 
poliomyelitis. By substituting new sensory path- 
ways which have a complete connection with the 
available anterior horn cells through intact inter- 
nuncial cells, it is at times apparently possible to 
increase effective muscle strength. This effect is 
somewhat analogous to that of the paretic who has 
a positive Rhomberg as a result of loss of tendon 
sensories, yet can stand nicely with eyes closed if 
he merely lightly touches an object. He is con- 
sciously substituting sensory impulses from his 
fingers for the missing tendon sensories. 

The most important contribution that Sister 
Kenny has made to the understanding of polio- 
myelitis consists of stimulating new fields of study. 
The focusing of attention on muscle spasm has 
stimulated a review of the basic physiologic pa- 
thology of the disease. Already new drugs are 
being tried in an attempt to reduce spasm medically. 
Already, as previously stated, evidence is accumu- 
lating that indicates more than just the anterior 
horn cells are involved. It will be very disappointing 
if these studies do not result in even further ad- 
vances in our understanding of this difficult disease. 

While still in the experimental stage, the nerve- 
crushing technique of Billig and Von Harreveld 7 
offers interesting possibilities of increasing muscle 
strength in the old paralytic. Realizing that central 
nervous system tissue does not regenerate, but that 
peripheral nerves do regenerate, it was wondered 
if it might not be possible, by crushing nerves, to 
induce nerve fibrils, with intact anterior horn cells 
to grow down and reinervate by increased arbori- 
zation in branching the muscle cells which had 
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permanently lost their central nervous system con- 
nection. 3 

By destroying part of the centfal nervous system 
connection of the main nerve to the leg in rabbits 
symmetrically (through evulsing the same roots 
on both sides of the cord) and then crushing the 
main nerve on one side after paralysis, Doctor 
Billig was able to obtain considerable improvement 
in muscle strength on the crushed side. With fur- 
ther work on humans, it was discovered that the 
more peripherally the nerve was crushed the less 
sensory nerves were destroyed. Furthermore, it 
was found that the closer the axon was interrupted 
to the muscle fiber, the more effective were the 
connections that resulted from arborization. At 
the present time, Doctor Billig is interrupting the 
nerve fibrils within the muscle itself by mechani- 
cally evulsing the muscle fibers. Patients who 
have undergone this form of treatment seem very 
pleased with the results. Some have even kept 
graphic records of their muscle strength, as de- 
termined by spring balances. Certainly, this work 
offers the greatest possibilities for increased muscle 
strength in the old case of poliomyelitis ; especially 
when one considers that this procedure may be re- 
peated many times, and usually with some increase 
in muscle strength each time. 


CONCLUSIONS 

1. Quarantine of poliomyelitis is of very little 
value except to prevent panic and to satisfy public 
demand. 

2. Sanitation has had no demonstrable effect on 
the distribution of poliomyelitis. 

3. When infection with the virus of poliomyeli- 
tis occurs, previous tonsillectomy predisposes to the 
bulbar form of this disease. 

4. A search for muscle spasm is a definite help 
in the diagnosis of poliomyelitis. 

5. Hot packs during the spasm stage and subse- 
quent muscle reéducation offer the most for the 
acute cases. Nerve crushing offers interesting 
possibilities for increasing muscle strength in the 
old case. 

116 Temple Street. 
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OBSTRUCTIVE SUBMUCOUS LIPOMA OF THE 
CECUM * 


E. C. Moore, M. D. 
Los Angeles 


[LIPOMAS are adipose tumors which may occur 
anywhere within the body. A congenital tissue 
predisposition in the form of disturbance of de- 
velopment of fat tissue is thought to be a causative 
factor in some of these neoplasms.* It has been 
demonstrated that the fat lobules are endowed with 
an independence in development which classifies 
them as a kind of primitive origin.? The blood 
supply of the lobules in these tumors is compara- 
tively isolated, which suggests that the anomaly 
predisposing to lipoma is connected with the distri- 
bution of blood vessels in the fatty tissues. While 
the large majority of lipomas are benign, Hogue * 
recently pointed out that there are indications that 
many more are malignant than would seem by the 
records. 


Lipomas appearing in the gastro-intestinal tract 
are pathologically either subserous or submucous. 
In the subserous coat they project outward into the 
peritoneal cavity, and in the submucous coat they 
grow inward. The submucous type occurs chiefly 
in the large bowel, less often in the small bowel, 
and rarely in the stomach. In the order named, 
they most frequently involve the cecum, ascending 
colon, sigmoid flexure, transverse colon, rectum, 
and descending colon. The subserous form is be- 
lieved to arise from the appendiceal epiploica, and 
is less likely to be symptomatic than the submucous 
type which arises from the fat cell deposits between 
the mucosa and muscularis coats of the intestine. 


These adipose tumors are either sessile or pedun- 
culated. Grossly, they may be spherical, pyriform, 
ovoid, or lobulated. They are sharply circum- 
scribed if not encapsulated. Although they are of 
rare occurrence, lipomas are the commonest benign 
tumors in the gastro-intestinal tract, excluding ad- 
enomatous polyps. Comfort* suggests that, with 
more careful examination than is usually accorded 
the small and large bowel at necropsy, the reported 
incidence would probably increase. A positive diag- 
nosis is rarely made before surgical exploration. 


REPORT OF CASE 


H. J., a white female, aged 36, was admitted to the hospi- 
tal because of severe cramping pains of four days’ duration. 
The pain originated at the site of an old gall-bladder in- 
cision and radiated across the upper abdominal quadrants. 
Seven days prior to admission, the first attack occurred 
with several loose watery stools; a hot-water bottle ap- 
plied to the upper abdomen gave relief. Three days later 
a second attack occurred and heat afforded moderate re- 
lief. Two days later there was a severe exacerbation, and 
the distress continued unabated despite hot applications and 
soda enemata. Nausea, vomiting, bloody stools, or abdomi- 
nal distention were never present. 


Except for typhoid fever at the age of 12 years, and 
cholecystectomy and appendectomy in 1929, the past history 
was noncontributory. 

Physical examination disclosed no significant pathology 
except in the abdomen, where moderate tenderness was 


*From the Department of Surgery, The Moore-White 
Clinic, Los Angeles. 
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Figs. 1 and 2.—Gross appearance, 


present in both upper quadrants, and in the epigastrium; 
but there was no rigidity, distention, or palpable masses. 
The liver, kidneys, and spleen were not palpable. Blood 
pressure was 120/80; t mperature, 97.4 degrees Fahrenheit ; 
pulse, 80; and respirations 16. 

Blood count showed: hemoglobin, 76; red blood cells, 
4,450,000 ; color index, 85; white blood cells, 7,800; neutro- 
philes, 65 per cent ; eosinophiles, 2.5 per cent ; basophiles, 1; 
lymphocytes, 25.5 per cent; monocytes, 6. The urine was 
cloudy and yellow with a specific gravity of 1.001; neutral 
reaction; slightly sugar-positive; no albumin or acetone; 
a few leukocytes; no red blood cells or casts. The blood 
Wassermann was negative. Nonprotein nitrogen was 22 
milligram per cent; serum albumin, 4.1 milligram per cent ; 
serum globulin, 2.6 milligram per cent. 

Roentgenographical studies of the intestinal tract six 
hours after a barium meal showed the stomach to be of 
medium size, hypertonic type, vertical axis, lowest point of 
greater curvature one inch above the anterosuperior inter- 
spinous line. Pylorus and bulb were to the right of the mid- 
line at the level of the third lumbar vertebra. The stomach 
was freely movable. There was an irregular filling defect 
in the region of the cecum. Peristalsis was normal, evacu- 
ation irregular. Some gastric and duodenal residue was 
present at the end of six hours. A motor’ meal expelled 
showed an irregular colonic hypermotility with spasticity 
and the head of the meal in the descending colon. The 
twenty-four-hour film showed the major portion of the 
colon practically empty. 


Barium enema disclosed a filling defect in the cecum 
measuring two inches in diameter and spherical in outline, 
probably due to a new growth. There was beginning partial 
obstruction at the ileocecal junction, with moderate dila- 
tation of the terminal loop of the ileum. Diagnosis: New 
growth in the cecum. 


The initial attack occurred on October 8, 1940. The pa- 
tient was hospitalized one week later, on October 15, 1940, 
two days after the severe exacerbation. Operation was 
performed on October 30, 1940. The gross characteristics 
(Figs. 1 and 2) of the tumor were not visible through the 
cecal wall. The mass was attached by a rather wide base 
to the extreme tip of the cecum and was dimpled over a 
wide area on the serosal side. The serosal surface of the 
cecum was bluish and congested, and the tumor was covered 
with stretched mucosal tissue which contained several small 
but distinct shallow ulcers. A regional lymphadenitis 
proved to be simple hyperplasia on microscopic section. 
The picture was suggestive of carcinoma. 

Through a midright rectus incision the lateral peritoneum 
was incised along the cecum and ascending colon, also the 
peritoneum on the medial side of the colon. The mesentery 
was stripped medialward. Care was taken not to disturb 
the duodenum or the ureter. The ileum was divided about 
six inches from the ileocecal valve with the cautery. The 
transverse colon was divided with the cautery at about 
three inches from the hepatic flexure. The mesenteric 
vessels were ligated close to the root so as to get all of 
the enlarged glands possible. The specimen, a tumor about 
the size of a lemon in the wall of the cecum, was removed. 
A Murphy button was inserted in the loop of the ileum and 
fixed with a running stitch. The mate to this portion of 
the button was inserted into the transverse colon and the 
end closed with a ligature of linen, and the stump inverted 
with a purse string of gastro-intestinal material, reinforced 
with several Lembert sutures. Tag of omentum was placed 
over this and sutured. The button in the transverse colon 
was exposed along one of the tinea and incision made at 
this point, allowing the coupling portion to protrude. Two 
portions of the button were then clamped and a circular 
seromuscular stitch was placed uniting the ileum and the 
transverse colon. An enterostomy was performed about 10 
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Fig. 3.—Low-power view (X30) showing normal mucous 
membrane separated by thin fibrous capsule from adult fat 
comprising submucous lipoma. 


inches proximal to the anastomosis, using a No. 16 French 
catheter, double purse string, bringing it out through a 
second stab incision. Posterior peritoneum was approxi- 
mated with continuous No. 2 iodized; the abdomen was 
closed in layers, using No. 0 tanned double to the perito- 
neum ; No. 2 tanned double to the fascia ; continuous horse- 
hair and figure-of-eight silkworm gut retention sutures. 
A small Penrose drain was inserted into the fat at each 
angle. 

The postoperative course was uneventful and the patient 
made a satisfactory recovery. 


DISCUSSION 

Symptoms generally fall into two groups: 
(1) Chronic, where there are minor attacks of par- 
tial intestinal obstruction over a period of years. 
In these cases the pain is usually colicky in charac- 
ter and not severe. Constipation, diarrhea, ab- 
dominal distention, nausea, and vomiting may 
occur, but a bowel movement usually affords re- 
lief. Sometimes the attack terminates in a bloody, 
diarrheic stool. The patient may go for many 
months entirely free from distress. There is no 
periodicity to these attacks. (2) Acute, with severe 
abdominal pain, protracted vomiting, abdominal 
distention, bloody diarrheic stools, or constipation. 
On the other hand, the only symptoms may be ab- 
dominal pain, as in the case presented here. 

Joyce® points out that unexplained gastro- 
intestinal bleeding, intermittent obstruction, or a 
history not typical of any other common abdominal 
lesion, should suggest a diagnosis of a small in- 
testinal tumor. 


When the symptoms are the chronic type, carci- 
noma is usually suspected. It is noteworthy that, 
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with lipomas, there is rarely the progressive failure 
of general health; between bouts the patient is in 
good health. Weight loss is not often present to 
a significant degree, and the average duration of 
symptoms in lipoma is much longer than carcinoma. 
It is true that in a few cases there may be marked 
and rapid weight loss, and anemia is present. The 
weight loss is often due to fear of eating lest an 
attack be precipitated and, as in carcinoma of the 
cecum, the exact reason for anemia in lipomas is 
not known. The fact that lipomas frequently make 
their appearance in the so-called “cancer age” in- 
creases the difficulties of differential diagnosis. 

A preoperative diagnosis of appendicitis is often 
made in acute cases, especially when the lipoma in- 
volves the cecum and ascending colon. In ap- 
pendicitis the pain is usually constant and aching 
in character ; the distress becomes localized and the 
patient tends to lie quietly in bed. In acute obstruc- 
tion due to lipoma, the pain is colicky, the patient 
restless. Hyperperistalsis may be detected by sight 
or by auscultation; a mass may be palpated; and 
abdominal distention, when present, is usually more 
marked than in appendicitis. 

Since adipose tissue is the most radiable of all 
tissues, a double contrast technique may occasion- 
ally afford a diagnosis by roentgen ray. Roentgeno- 
graphic examination of lipomas in the large in- 
testine presents a picture similar to other sessile 
and pedunculated tumors; that is, filling defects, 
visualization of a polypoid mass and, often, intus- 
susception. When the tumor is in the small bowel, 
the roentgenogram is of little value in diagnosis. 

The blood picture is usually within the limits of 
normal. There may be an occasional leukocytosis, 
especially if the patient has had any degree of ob- 
struction and temperature elevation. When there 
has been gastro-intestinal hemorrhage, a secondary 
anemia is sometimes present. However, none of 
these findings is of diagnostic value. 

Lipomas are divided into lobules by septa of the 
supporting stroma; they are plentifully supplied 
with arterioles and numerous capillaries and ap- 
propriate vascular stroma. Microscopically, the fat 
cells are of the adult type (Fig. 3). In some cases 
the intestinal wall is so thinned externally that the 
yellowish, fatty tumor may be seen grossly. A diag- 
nosis of lipoma is then apparent and may radically 
alter the surgical procedure. Generally speaking, 
the tumors in the small intestine are smaller than 
in the large intestine, ranging from 1.5 to 4 centi- 
meters in diameter in the small bowel, and from 
5 to 10 centimeters in diameter in the large intestine. 
Occasionally, regional lymphatics will be enlarged. 
This presents a simple hyperplasia and occurs in 
some cases where there are small ulcers in the in- 
testinal mucosa, the result of pressure of the tumor 
growth. 

If the tumor is recognized at surgery, Joyce advo- 
cates a simple enterostomy and resection of the 
benign lesion without opening the intestinal mucosa, 
thereby preventing possible contamination of the 
peritoneal cavity. This procedure is possible only 
in cases where the risk is exceptionally good. If 
obstruction is complete and other factors make the 
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patient a poor risk, then some type of two-stage 
procedure is advisable. The Mikulicz operation, or 
some of its minor modifications are advised for 
lipomas of the transverse, descending, or sigmoid 
colon. The surgical procedure as outlined in the 
case report given in this paper is a more or less 
typical operation for lipomas when the risk is good. 

The mortality is directly proportional to the con- 
dition of the patient at the time of surgery. When 
the operation is performed before the patient’s con- 
dition becomes grave, a very good prognosis and 
uneventful convalescence may be expected. If the 
patient is a poor operative risk, then the reverse 
is true. 

SUM MARY 


Unexplained gastro-intestinal bleeding, intermit- 
ent obstruction, or a history not typical of any other 
common abdominal lesion, should suggest a diag- 
nosis of small intestinal tumor. 

A positive diagnosis of lipoma in the gastro- 
intestinal tract is rarely made before surgical explo- 
ration. 

Simple enterostomy and resection of the benign 
lesion without opening the intestinal mucosa is 
possible only in cases where the lipoma is recog- 
nized at surgery and the risk is exceptionally good. 

If obstruction is complete and other factors make 
the patient a poor risk, a two-stage procedure is 
advisable. The Mikulicz operation or some of its 
minor modifications are advocated for lipomas of 
the transverse, descending or sigmoid colon. 

511 South Bonnie Brae. 
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Ashhurst’s Splint.—John Ashhurst,. Jr., was regarded 
as the most learned surgeon of his day by distinguished 
contemporaries. For his contributions to the surgery of 
bones and joints he has been justly ranked with Billroth 
and Volkmann, Gurlt and Legouest. Among his written 
works are a classic article on, shock, cerebral concussion 
and hemorrhage, and one on spinal surgery. The American 
edition of Erichsen’s “Surgery,” and the “International 
Encyclopedic Surgery” were edited by him. He wrote a 
textbook of his own on surgery that was widely quoted.— 
Warner’s Calendar of Medical History. 





Baker’s Cyst. — Unlike such eponyms as the Argyll- 
Robertson pupil, which are universally recognized and con- 
stantly applied in medical diagnosis, there is another type 
of eponym to which reference is made but rarely. Possi- 
bly, in these instances, as in the case of Baker’s cyst, it is 
the misquoting or loss of the original papers that account 
for the unfamiliarity of many physicians with the eponym. 
As for Baker, his name should be reserved for synovial 
cysts of the leg since his was the original presentation on 
this condition—Warner’s Calendar of Medical History. 


Vol. 60, No. 1 


CLINICAL NOTES AND CASE 
REPORTS 


GANGLION 


REPORT OF CASE 
WituiaM J. Van DEN Bere, M. D. 
Sacramento 


"TREATMENT of ganglion of the wrist is con- 

sidered so minor that our surgical textbooks 
usually discuss it in a short paragraph, and in the 
discussion of treatments one is advised either to 
break the cyst with a book or to excise it. As a 
matter of fact, there is an unsatisfactory percentage 
of recurrences after surgery, and that is why the 
old-fashioned method of breaking the cyst walls 
with a book is still advised, though that method 
does not cure many of the cases. Then, too, when 
surgery is resorted to, there is always a scar on the 
extensor surface of the wrist. 


REPORT OF CASE 

With a patient of mine I was particularly interested in 
the scar as well as the result, inasmuch as the patient was 
my daughter. I decided to aspirate and inject a small 
amount of sclerosing solution, using a 15-gauge needle. 
I aspirated the thick, jelly-like contents, and injected 10 
minims of Searles’ Sylnasol. This was withdrawn and re- 
injected several times, and 5 minims allowed to remain in 
the sac. A firm bandage was applied. 

There was no reaction the first night, but on the second 
night there was considerable pain, and a splint was applied 
and salicylates given. This pain disappeared in twenty- 
four hours. In about a week the cyst recurred, being about 
one-half its original size. I again aspirated with a 15-gauge 
needle and obtained only clotted blood. The cyst has since 
completely disappeared, with no sign for over three months 
of a recurrence. 

I spoke to Dr. Hollis Carey of Gridley about the 
case and he immediately tried the same technique 
on one of his patients, and with the same result. 
The painful reaction occurred on the second day, 
but disappeared in a few days, with the resultant 
cure of the cyst. 

Medico-Dental Building. 





MEDICAL EPONYM 
Weil’s Disease 


This was first described by A. Weil (1848-1916), of 
Heidelberg, in an article entitled “Ueber eine eigenthiim- 
liche, mit Milztumor, Icterus und Nephritis einhergen- 
hende, acute Infectionskrankheit [A Peculiar Acute In- 
fectious Disease accompanied by Enlargement of the 
Spleen, Jaundice and Nephritis]” in Deutsches Archiv fiir 
klinische Medicin (39 :209-232, 1886). A portion of the 
translation follows: 

“In all four cases we were dealing with an acute febrile 
disease that was accompanied by severe nervous phenomena 
with enlargement of the spleen and liver, icterus and neph- 
ritic symptoms, but which, after a relatively short duration 
of the severe symptoms, followed a rapidly favorable 
course.”—R. W. B., in New England Journal of Medicine. 





A trained force of mosquito fighters is helping public 
health officials in finding and eliminating mosquito breed- 
ing grounds near Army cantonments. 
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War Casualties Up to December 10, 1943 
Washington, Dec. 10—Casualties in the nation’s armed 
forces since the beginning of the war total 129,422. 
Official figures released today show 97,077 casualties in 
the Army, and 32,345 in the Navy, Marine Corps, and Coast 
Guard. These comprised only the casualties whose fami- 
lies have been notified officially and probably do not include 
all the losses in the Gilbert Islands or the recent fighting 
in other theaters. 
The breakdown of the totals: 
Killed—Army, 14,919; Navy, 10,711; 
2,241; Coast Guard, 316; total, 28,187. 
Wounded—Army, 34,164; Navy, 3,012; 
2,720; Coast Guard, 78; total, 39,974. 
Missing—Army, 23,814; Navy, 8,337; 
638; Coast Guard, 44; total, 32,833. 
Prisoners—Army, 24,180; Navy, 2,293; Marine Corps, 
1,954; Coast Guard, 1; total, 28,428.—San Francisco 
Chronicle, December 11. 
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United States Public Health Service Doctors in 
Doctor-Shortage Areas 

Despite the dangerous shortage of doctors and dentists, 
the House Appropriations Committee slashed a $1,000,000 
request by the United States Public Health Service from 
the Supplemental Defense Bill. 

However, what most observers missed was the fact that 
this same committee less than six months ago disapproved 
a $175,000 request for medical relief on the ground that 
the request should have been bigger! 

The $1,000,000 fund was to enable the relocation of six 
hundred doctors and dentists in areas where they are 
desperately needed, and was vetoed despite warnings by 
War Manpower’s Dr. Frank H. Lahey, the American 
Medical Association, the American Dental Association, 
and the War and Navy Departments that in some areas 
there was only one physician to every 3,000 civilians. 

But the Committee reduced the $1,000,000 just the same. 

In contrast, here is how the same committee ruled last 
May on a $175,000 request for relocating seventy phy- 
sicians : 

“The Committee is well aware that the shortage of phy- 
sicians in many sections of the country is acute, but con- 
siders that any program which would provide for the serv- 
ices of only seventy physicians is so ineffective as to be 
unjustifiable. 

“The Committee is willing to give consideration to any 
type of program which the Public Health Service may 
suggest to meet the need in a more adequate manner.”— 
Oroville Mercury-Register, November 16. 


Two Base Area Hospitals in Riverside County 
Finished 
The Army’s Banning General Hospital, consisting of 
eighty-four buildings, has been completed and is admitting 
25 
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patients, according to announcement by Colonel Edmunds, 
commanding officer, communications zone. 

The 297th General Hospital unit is operating this instal- 
lation. All types of patients will be received. The hospital 
has thirty-four wards for patients, with a total capacity 
of one thousand beds. 

The Cherry Valley Hospital at Beaumont is also com- 
pleted. The capacity is the same as the Banning instal- 
lation.—Riverside Enterprise, November 6. 


Affiliated Base Hospital Units and Surgical Teams 

The Office of Civilian Defense has announced that 
forty out of the planned fifty “Affiliated Base Hospital 
Units and Surgical Teams,” sponsored by hospitals and 
medical schools in California, Nevada, Arizona, Wash- 
ington, Oregon, Utah, Idaho, and Montana, have been 
completed. These “Units” are formed by civilian phy- 
sicians and dentists and will be available to either OCD 
or the Army in the event of the necessity of emergency 
medical needs in their respective areas. 

Each “Unit” is composed of fifteen members or less, 
according to the availability of physicians, surgeons, and 
specialists in various localities. They will be called upon 
by the War Department only in the case of extraordinary 
military necessity, requiring hospital and medical care be- 
yond the immediate facilities of the Army in any particular 
locality. 

The Office of Civilian Defense will use these Units and 
Surgical Teams to supplement the staffs of “Emergency 
Base Hospitals” located in relatively safe zones near criti- 
cal areas should it become necessary to evacuate civilian 
patients from these critical areas. 

Physicians accepted for service in the Units receive com- 
missions in the Reserve of the United States Public Health 
Service, but will not be called to active duty by the Surgeon- 
General (U. S. P. H. S.) except at the request of OCD, 
through the respective State Chiefs of Emergency Medical 
Service. When a unit is needed, the physicians of the Unit 
will be placed on active duty only for the duration of a 
particular emergency in order to prevent further depletion 
of the civilian doctors. 

The Affiliated Units in the Western area are divided as 
follows: California—Los Angeles, 8; Pasadena, 1; San 
Diego, 1; San Bernardino, 1; Ventura, 1; Santa Bar- 
bara, 1; San Francisco, 5; Oakland, 2; Santa Rosa, 1; San 
Jose, 1; Salinas, 1; Stockton, 1; Fresno, 1; Bakersfield, 1. 
Region—Portland, 4; Salem, 1; Eugene, 1. Washington— 
Seattle, 3; Spokane, 3; Tacoma, 2; Bellingham, 1; Everett, 
1; Wenatchee, two teams, Yakima, one team. Idaho— 
Boise, 1. Montana—Great Falls, 1. Utah—Ogden, 1. Ne- 
vada—Reno, 1. Arizona—Phoenix, 1. 

Units in process of organization are: California—San 
Francisco, 2; Long Beach, 2. Utah—Salt Lake City, 1. 


Medical Jobs Under Control of War Manpower 
Commission 

Washington, Jan. 10 (AP).—The War Manpower Com- 
mission announced today that physicians, dentists, veteri- 
narians, sanitary engineers, and nurses who are salaried 
employees in essential activities may not change their jobs 
hereafter without permission of the United States Em- 
ployment Service—San Francisco Examiner, January 11. 


Medical Journals—For Colleagues in Military Service 
In former issues, editorial comment was made on a plan 
to forward medical journals to the Hospital Stations of 
Army, Navy, and Air Force camps now located in Cali- 
fornia. 
This work is being carried on by the California Medical 
Association—through its Committee on Postgraduate Ac- 
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tivities—in codperaiion with the medical libraries of the 
University of California, Stanford, and the Los Angeles 
County Medical Association. 

The addresses of the three libraries follow: 

University of California Medical Library, The Medical 
Center, Third and Parnassus, San Francisco, California. 


Lane Medical Library, Clay and Webster Streets, San 
Francisco, California. 


Los Angeles County Medical Library Association, 634 
South Westlake, Los Angeles, California. 

If more convenient, you can send journals via “Rail- 
way Express Agency,” collect, to: California Medical As- 
sociation Postgraduate Committee, Room 2008, Four 
Fifty Sutter, San Francisco, California. Railway Express 
Agency addresses: In San Francisco, at 635 Folsom (EX 
3100); in Los Angeles, at 357 Aliso (MU 0261). The 
“Railway Express Agency’ will call for packages and wili 
collect costs from the California Medical Association. The 
Postgraduate Committee will forward to camps. 


Concerning Medical Experiences in North Africa 


In CALIFORNIA AND WESTERN MEDICINE for December, 
on page 349, appeared an Associated Press item released 
by the Washington military authorities, concerning an 
operation by Major Paul C. Samson of Oakland. About 
the same time, the letter which follows was received by 
the Editor: 

(coPY) 


From MAJsor PAuL C. SAMSON 0-289380 
2nd Auxsurg Group 
APO 534, New York City 
North Africa, November 15, 1943. 
Dear Doctor Kress: 


It hardly seems possible that I now have been drawing 
foreign service pay for nearly nine months. The blow fell 
very shortly after I wrote you last February. Since then 
I have covered a good many hundred miles of ocean and 
of African countryside. I have seen a few San Franciscans, 
but from reports from friends in Oakland particularly, it 
seems that most of the Bay region doctors, both Army and 
Navy, are somewhere in the South Pacific. When I first 
landed on these shores at Casa Blanca, who should I see 
right off the bat but Frank Gerbode, Bob Escamilla, Roy 
Cohen, and Carl Matthewson. Haven’t seen them for quite 
some time now, but I see patients that they have seen 
early after injury. 

Since July, I have been in charge of a Chest Center within 
several days of the front where early definitive major 
chest surgery can be done. I can tell you that it has been 
a most interesting and instructive experience and the sort 
of opportunity that does not come along very often. We 
handled a large number of chest casualties during the 
Sicilian campaign and have been seeing even more from 
the present unpleasantness in Italy. We are still on the 
mainland, but only a few hours by air from the active 
theater. Surprisingly enough the air evacuation has been 
a big help for badiy wounded chest cases. They have 
suffered no ill effects and complain only of the ambulance 
ride after they reach Africa. Of course, there is no high 
flying on the part of the transports, which explains the 
lack of difficulties. Now that I have a more or less perma- 
nent APO, I wish that you would send me on my CAL. AND 
WESTERN JOURNAL. Use the address above. It will continue 
to form a pleasant link with the group back home, and 
I would appreciate hearing from any of my friends who 
are still holding the Home Front. 

With best regards, 

Sincerely. 
(Signed) Pau C. SAMSON. 
. Mail 


Office of Civilian Defense Announces Increase 
in Hospital Pay Rate for EMS Patients 
in Disaster 

Hospitals caring for civilian patients who have. been 
injured by enemy action will now receive payment at a 
rate of $4.25 a day through the United States Public Health 
Service, according to Circular, General Series No. 12, 
issued on November 10 by the Office of Civilian Defense. 
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The Circular announces an agreement between the Fed- 
eral Security Agency and the Office of Civilian Defense, 
amending the original “Agreement Regarding Temporary 
Hospitalization and Medical Care Necessitated by Enemy 
Action to Civilians,” under which the rate paid to hospitals 
was $3.75. The change follows the recent action of the 
Federal Board of Hospitalization in raising the per diem 
rate in all Government hospitals from $3.75 to $4.25. The 
new rate applies to both Casualty Receiving Hospitals and 
Emergency Base Hospitals. 


Office of Civilian Defense Suggests Organization 
Plan for Emergency Welfare Service 


A pattern for the organization of an Emergency Wel- 
fare Service as one of the protective services of the United 
States Defense Corps has been presented by the Office of 
Civilian Defense in a new bulletin, “Organizing Emergency 
Welfare Service in Your Community.” Physicians and 
other members of the Emergency Medical Service and 
health officers will be interested in the phases of the wel- 
fare program which are related to emergency medical and 
health activities. 

The Emergency Welfare Service is to be developed in 
each Civilian Defense Region under the direction of a 
member of the Regional staff, designated by the Regional 
Director. It is recommended that a State Chief of Wel- 
fare Service, preferably the State Commissioner of Public 
Welfare or someone selected by him, be appointed as a 
member of the State Defense Council. Similarly, a local 
chief should be appointed and should be a person of broad 
experience in the welfare field. 


Army Hospital Train Ready for Service After 
Training Use 


Forerunner of others to come, a ten-car hospital train 
for the United States Army Medical Corps has just been 
completed and is now in use for training purposes in 
Southern California before going to a combat area over- 
seas. 

The ten-car, all-steel train was built at a cost of $135,000 
by the Pullman Standard Company. 

Staffed by five medical officers, seven nurses, and thirty- 
three enlisted men, the train is the last word in modern 
equipment and design for the transport of casualties. 
Narrower and shorter than standard-sized American rail- 
road cars, the cars of the hospital train were especially 
constructed to roll on the sharp curves and steep inclines 
of foreign tracks. Four cars are for personnel. 

Six of the cars are ward cars, each providing berths for 
sixteen bed patients, or more “sit-up” patients, with the 
double-decker berths folded down. In the center of each 
ward car is an emergency operating area, a cleared space 
free of berths. Stretchers may be carried into the train 
through double-size doors in the center of the car, placed 
on portable standards, and used as an operating table with- 
out transfer of the casualty. 


Office of Civilian Defense and American Hospital 
Association Launch Plan to Recruit Men for 
Volunteer Hospital Service 


To assist in relieving the nation-wide shortage of man 
power in hospitals, the United States Office of Civilian De- 
tense and the American Hospital Association are jointly 
sponsoring a plan to recruit men volunteers to perform 
many of the less skilled tasks. In a joint statement the 
two agencies point out that business men, laborers, and 
white-collar workers are already assisting in the care of 
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patients and property, as well as in maintenance work and 
operation, in hospitals in several communities. 

A special announcement recently sent to defense anaeiite 
pointed out that each hospital will wish to work out the 
details of training to conform to its own organization and 
procedures. 


A Technical Manual for the Rescue Service 


The Office of Civilian Defense has brought out Publi- 
cation 2216 with title, “A Technical Manual for the Rescue 
Service.” 

It has been prepared by the Rescue Section, Medical Di- 
vision, of the Office of Civilian Defense. Copies may be 
obtained at 20 cents each through the Superintendent of 
Documents, U. S. Government Printing Office, Wash- 
ington, 25, D. C. 





COMMITTEE ON PUBLIC POLICY 
AND LEGISLATION 


WESTERN STATE SOCIETIES ORGANIZE* 
so 9 


Resolutions of Six Western State Medical Associ- 
ations—Re: Establishment of an “Information 
Bureau” in Washington, D. C. 

I. Expranatory Letter To STATE MEDICAL 
ASSOCIATIONS 
(copy ) 


CALIFORNIA MEDICAL ASSOCIATION 
December 17, 1943. 
To the Secretaries of the State Medical Associations: 
Dear Doctors: 

Stung by the apparent inability or unwillingness of 
national organizations to establish Washington offices for 
the handling of medical information, representatives of six 
western state medical associations voted on December 11 
to set up their own information bureau in the national 
capitol. 

Enclosed is a copy of the resolution adopted by repre- 
sentatives of Arizona, California, Colorado, Idaho, Oregon, 
and Utah medical associations at a Salt Lake City meet- 
ing to which the eleven western state societies were invited. 
Transportation difficulties prevented representatives of 
several other states from attending this meeting, but these 
states have expressed their interest in the objectives of 
such a “listening post.” 

This resolution was unanimously voted by the nineteen 
participants in the meeting after a two-hour report had 
been given by Mr. Ben H. Read, Executive Secretary of 
the Public Health League of California. Mr. Read has 
just returned from a thirty-day stay in Washington, where 
he was sent by the California Medical Association for the 
purpose of obtaining information on the status of the medi- 
cal profession in official government circles. His report 
outlined in reportorial fashion his findings from interviews 
with Congressmen, physicians in Congress, government 
officials, and representatives of hospital, drug, dental, and 
other interests allied to medicine. 

The resolution adopted at the December 11 meeting con- 
templates the expenditure of a minimum of $25,000 to 
$30,000 annually for maintenance of a Washington infor- 
mation bureau. The western state medical associations 
propose to raise this sum by a per capita membership pay- 
ment. Those attending the meeting have taken the reso- 
lution back to their respective state associations for ap- 


proval and appropriation of funds. It is expected that final 


* For editorial comment, see page 3. 
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approval may be given by all these associations before the 
end of January, 1944. 

The attention of your Association is invited to the pro- 
posal outlined in this resolution. We ask that the resolution 
and the accompanying facts outlined above be presented to 
your Council or Board of Trustees for consideration, par- 
ticularly of the second paragraph of the resolution. For 
further information, please feel free to call upon Dwight 
H. Murray, M.D., chairman of the new group, or the 
undersigned, secretary. Either may be reached through the 
office of the California Medical Association, 450 Sutter 
Street, San Francisco (8), California. 

Cordially yours, 
(Signed) Jonn Hunton, 
Executive Secretary. 





Left to right: Dwight H. Murray, Napa, California, Chair- 
man of Western States Public Health League; Parley 
Nelson, Rexburg, Idaho, President of Idaho State Medical 
Association; James P. Kerby, Salt Lake City, Utah, Vice- 
Chairman of Western States Public Health League. (Photo 
courtesy, Salt Lake Tribune.) 


* * * 


II. REsoLUTION ADOPTED BY REPRESENTATIVES OF 
Srx WESTERN STATE MEDICAL ASSOCIATIONS 


, (copy) 


Resolution Adopted By Delegates of Western State 
Medical Associations 


Adopted on December 11, 1943, at Salt Lake City, Utah. 

RESOLVED, That it is the sense of the representatives of 
the western states medical associations that an organization 
be created to maintain a service bureau in Washington, 
D. C., for the purpose of informing governmental agencies 
and representatives with regard to public health matters 
affecting the western states and to inform the medical pro- 
fession of all Federal Government activities affecting the 
profession ; and be it further 

RESOLVED, That other state medical associations be in- 
vited to join with the western states in a nation-wide pro- 
gram of this character; and be it further 

RESOLVED, That, temporarily, the organization be called 
the “Western States Public Health League” and be com- 
posed of the eleven western state medical associations until 
a permanent constitution and by-laws are adopted. 
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III. Report oN WASHINGTON SITUATION: By THE 
SECRETARY OF THE “Pusiic HEALTH LEAGUE OF 
CALIFORNIA” 

The situation in Washington was approached from the 
standpoint of a newspaper reporter seeking facts. Follow- 
ing are some condensed highlights : 

+ - 7 

The medical profession should immediately establish an 
Information Bureau in Washington, D. C., to: 

1. Keep Congressmen and Government officials informed 
on medical legislation and problems. 

2. Keep the members of the medical profession through- 
out the United States informed on developments in Wash- 
ington. 

Allied groups in the healing arts now have business 
offices in the nation’s capitol, 7. e., the dentists, the hospi- 
tals, and the druggists. Each of these handles a large 
volume of affairs directly concerning their members. 

Cultists are very active in propagandizing through their 
local members in Washington. 

: . i 

A survey was conducted among members of Congress; 
representatives of professional organizations (other than 
medicine) ; Chambers of Commerce and lay persons in 
Government service. This was supplemented by checking 
Congressional records, Government publications, news- 
papers, etc., seeking answers to the following questions: 

1. What is the feeling of Congress and official Wash- 
ington toward the medical profession? 

2. What are other groups in the health field doing in the 
capitol in the way of informational or educational work? 

3. Should the medical profession have a permanent, 
publicly known represcntation in Washington through an 
information bureau or similar set-up? 

The general feeling toward the medical profession is 


good. But possibly through lack of understanding of its 
method of organization and operation, there is a feeling of 
antagonism against the American Medical Association in 


many quarters. There were some very outspoken and 
pointed remarks against spokesmen for the American 
Medical Association. 

The Wagner-Murray Bill (S. 1161) has evoked a great 
flood of letters, petitions, editorials, etc., which have 
focused attention on the general problem of the distri- 
bution of medical care. Congressmen interviewed were 
unanimous in urging that the medical profession take the 
lead in meeting this problem. “If you don’t do it the poli- 
ticians will do it for you” was a general warning. 


tent 

Excerpts From an Interview With a Congressman Who 
Is a Friend of Medicine-—‘“The doctors themselves must 
offer a plan for prepaid medical service. They can no 
longer oppose the idea. The American Medical Association 
should formulate a national plan and week after week 
hammer that home to its members through its Journal and 
other publications. The public and public officials should 
be kept continually advised of this voluntary effort on the 
part of the medical men. If the American Medical As- 
sociation takes the lead, the individual doctors will follow. 
If they don’t do this the politicians will do it for them. 

“I wish I could get the hard-heads of the American 
Medical Association in a room and lock the doors and try 
to beat into them the seriousness of the situation. By all 
means maintain an information bureau here in Wash- 
ington. But act quickly. The postwar period will bring 
increased demand for a better spread of medical care and 
there will be a myriad of problems here in Washington 
vitally concerning the doctors.” 

With one possible exception, every Congressman inter- 
viewed expressed the same general opinion. 
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A Physician Member of Congress Said, “The feeling 
towards the medical profession as such is good. I have 
heard expressions of antagonism towards the ‘medical 
trust,’ but the doctor is held in high esteem. There should 
be someone here in Washington to keep Congress informed 
as to our views and recommendations. 

“Physician members of Congress are elected to repre- 
sent their districts ; they cannot sit in committees and watch 
all bills for medical implications. If they become ‘medical 
lobbyists’ they lose their effectiveness. Someone should be 
on the job here continually. All other groups, business 
interests, etc., are represented here. 

“When I first came to Congress, I thought there would 
be someone here who would fill my hands with data on all 
proposed or pending medical legislation. I soon found out 
that was not the case. I have had to telephone Chicago or 
go to Government bureaus to get needed information. Cer- 
tainly the physician members of Congress should be kept 
well advised on health legislation. There should be a 
permanent bureau here. You can’t do a job by just coming 
to Washington for a day or two when some burning issue 
is pending. 

“I am not certain that the American Medical Associ- 
ation, as such, should be the ‘front’ here. Too much antago- 
nism has been aroused. Possibly a bureau could be estab- 
lished which would unite the best thinking of all of the 
ethical health professions, as you appear to have done in 
your Public Health League of California. 

“Let us meet the demand for the spread of medical care 
in a voluntary way where we have a chance to correct our 
mistakes. In a regimented way there is no chance to correct 
anything for the good of the profession or the patient. Go 
after it in a voluntary way and do a better job than the 
other fellow.” 

7 7 i 


A Nationally-Known News Analyst and Radio Com- 
mentator Said, “Tell your medical friends that they will 
continue to face threats of state medicine and attacks upon 
the medical profession until the American Medical As- 
sociation changes its policies and its spokesmen in Wash- 
ington. The medical profession must recognize change 
and progress, not just blindly say ‘No’ to every suggestion 
of a change and make enemies by attacking all who differ 
with it.” 

% # 4 

One of our California Congressmen expresses his views 
as follows: 

(copy) 


CoNGRESS OF THE UNITED STATES 
House oF REPRESENTATIVES 
WasHINGcTON, D. C. 


November 29, 1943. 


Mr. Ben H. Read, Executive Secretary 
Public Health League of California 

563 Chamber of Commerce Building 
Los Angeles, California 


Dear Mr. Read: 

At last I am getting around to writing you, as you re- 
quested, a brief statement regarding my position on several 
topics that we discussed while you were here in Wash- 
ington. Since our conversation hinged primarily around 
the implications of the Wagner-Dingell Bill, I shall devote 
most of my space to that. 

It seems to me that thus far there has been a maximum 
f heat and a minimum of light shed on this whole problem 
of better medical care for the great mass of the American 
people. It is certainly true that there are segments of our 
opulation, especially in the middle-income brackets, and 
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in rural areas, that do not have adequate medical and 
hospital care even in peace time. The taking of steps to 
provide such care is an important challenge to the Ameri- 
can people, and especially to the medical profession itself. 
Unfortunately, many well-meaning individuals that have 
seen this problem have advocated “cures” that do not con- 
sider some of the other elements in the situation. To me 
it is tremendously important to preserve the professional 
standards and practices in the field of medicine; standards 
and practices that have been built up over a great many 
years. Moreover, any comprehensive program for medical 
improvement should be done with the active codperation 
of the medical profession: it should not be something that 
is forcibly imposed upon them by legislative dictation. 
I am optimistic enough to believe that the great majority 
of American doctors are fully cognizant of the problem 
and that they are more than willing, yes anxious, to help 
solve it. A few short-sighted ones have sometimes given 
a different impression, unfortunately. In harmony with 
this belief, I am further of the impression that the leaders 
in the medical profession throughout the country should 
now be taking active steps to put forward a positive pro- 
gram of their own, a program that frankly acknowledges 
the difficulties to be met and as frankly sets forth, step by 
step, ways and means of meeting these problems that are 
in harmony -with sound medical ethics. 

For example, in California a great step forward was 
taken when there was organized the California Physicians’ 
Service and the corresponding hospital plan. This Service 
has not worked to perfection, of course, but it has been a 


‘pioneering step, and from it further steps may be taken. 


Most important, I think, it has started to accomplish the 
two things so desired, namely, better medical care and 
greater health security for increasing numbers of people, 
and active codperation and leadership on the part of phy- 
sicians themselves. Based upon the experience in Cali- 
fornia and certain other states, it would seem to me that 
thoughtful medical men might present to the Senate, when 
the Wagner-Dingell bill is in committee, suggestions lead- 
ing to amendments satisfying most of the present ob- 
jections. 

Another point which I mentioned in connection with this 
whole matter has been the type of letter written to my 
office concerning this particular bill. I welcome communi- 
cations on this and all other subjects, but I hope that such 
communications will be helpful and temperate, not simply 
emotional and intemperate. For example, when a doctor in 
California writes me (and I here quote verbatim), “I am 
violently opposed to this bill; please vote accordingly,” he 
scarcely is accomplishing his objective! Letters which are 
violently partisan in nature or which damn Roosevelt or 
which refer to any change in the status quo as “com- 
munism” show not only bad judgment, but poor taste. On 
the other hand, some of the most thoughtful letters I have 
ever received in Congress have come from physicians and 
nurses who have objectively and calmly pointed out what 
they believe to be real dangers in the proposed bill. Such 
letters are doubly welcome, since they do shed additional 
light, and not heat, on a matter that is arousing such in- 
tense feeling. 

Finally, you asked my opinion regarding the advisability 
of having representatives from the American Medical As- 
sociation here in Washington available for consultation. 
I think this would be an excellent idea, always provided 
that such a service did not degenerate simply into a lobby 
or a pressure organization; Congressmen become tired of 
both of the latter, I assure you! I assume, however, that 
there would be no danger of this materializing in view of 
the professional standards of medicine. 

I wish that I had the time to go into greater detail about 
these points, and to mention others. Perhaps that, too, can 
be done later. Meanwhile, I hope that this complex prob- 
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lem will be approached by all interested parties, with the 
aim of reconciling the providing of adequate medical care 
with the need for the preserving of the rights and stand- 
ards of the members of the medical profession. Person- 
ally, I shall work for those ends, believing them to be in 
harmony. 

May I say how very much I enjoyed your visit here; 
I shall look forward to seeing you again soon, either here 
or in California. 


Cordially yours, 


(Signed) Grorce E. OutLanp. 
[Eleventh District, California. ] 


"- #¢ 


IV. Minutes oF MEETING OF WESTERN STATES 
CONFERENCE HELD IN SALT LAKE City 
Minutes of Meeting of December 11, 1943 

The meeting was called to order by Dr. James P. Kerby, 
President of the Utah State Medical Association, at 10:15 
a. m. in the Hotel Utah, Salt Lake City. 

Present were: 

J. D. Hamer, Chairman, Legislative Committee, Arizona 
State Medical Association. 

Dwight H. Murray, Chairman, Committee on Public 
Policy and Legislation, California Medical Association. 

Mr. John Hunton, Executive Secretary, California Medi- 
cal Association. 

Mr. Howard Hassard, Associate Counsel, California 
Medical Association. 

Mr. Ben H. Read, Executive Secretary, Public Health 
League of California. 

James P. Kerby, President, Utah State Medical As- 
sociation. 

L. A. Stevenson, Committeeman, Public Relations and 
Legislation Committee, Utah State Medical Association. 

George N. Curtis, Chairman, Legislative Committee, 
Utah State Medical Association. 

Edward D. LeCompte, President, Salt Lake Medical 
Society. 

D. G. Edmunds, Secretary, Utah State Medical As- 
sociation. 

J. C. Hubbard, Price, Utah. 

Mr. W. H. Tibbals, Executive Secretary, Utah State 
Medical Association. 

W. L. Sutherland, Rexburg, Idaho, member of Executive 
Committee, National Physicians’ Committee. 

Parley Nelson, President, Idaho State Medical As- 
sociation. 

James L. Stewart, Boise, Idaho. 

E. N. Roberts, Pocatello, Idaho. 

F. B. Jeppesen, Secretary, Idaho State Medical As- 
sociation. 

John S. Bouslog, Secretary, Colorado State Medical 
Association. 

Leslie S. Kent, Chairman, Maternal and Child Health 
Committee, Oregon State Medical Association. 

Doctor Kerby introduced Dr. Dwight H. Murray of 
Napa, California, Chairman of the Committee on Public 
Policy and Legislation of the California Medical Associ- 
ation. Doctor Murray was named temporary chairman of 
the meeting. 

Doctor Murray gave the background for calling the 
meeting, namely, that the state medical associations have 
felt they have had little or no help from the American 
Medical Association in matters of national legislation, and 
have had little or no news of what was actually going on 
in Washington. California is only one state that felt the 
need of joining with the other ten western states in form- 
ing a group which would not only have*a wider geo- 
graphical spread, but would make a combination of states 
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with twenty-two Senators and forty-nine Representatives 
in Congress. Such a group could have national importance. 

Doctor Murray introduced Mr. Ben Read, Executive 
Secretary of the Public Health League of California, who 
was loaned to the California Medical Association for the 
purpose of making a thirty-day stay in Washington for 
an inquiry into the standing of the medical profession in 
Congressional and other official Washington circles. 

Mr. Read gave his report, the gist of which was that 
some publicly known medical representation is absolutely 
necessary in Washington if medicine’s interests are to be 
served. A copy of his report, in digest form, is attached 
and is hereby made a part of these minutes. 

General discussion of the matter followed, with the fol- 
lowing points mentioned by various of those present: 

(a) Officials of the American Medical Association are 
“red flags” in Washington. There is need of converting 
our own members on social and political problems. 

(b) The western states, with small delegations, have 
little or no power in the American Medical Association 
House of Delegates. 

(c) The American Medical Association cannot handle 
a national legislative program. Would the American Medi- 
cal Association put its foot down on establishment of 
Washington offices by a geographical medical group? 

(d) It is difficult to get physicians together in such a 
project. Can we count on the local or state societies rais- 
ing the necessary funds? 

(e) Physicians have not contributed too well to the Na- 
tional Physicians’ Committee, but the percentage of N.P.C. 
funds from physicians is increasing. However, we cannot 
wait for a national survey of medical plans. The state 
societies should take the lead and assume the obligation of 
obtaining adequate Washington representation. 

Discussion was had on the newly formed Council on 
Medical Care and Public Relations of the American Medi- 
cal Association. It was generally agreed that this Council 
had not yet accomplished anything, and that it is now ap- 
parently engaged in making a nation-wide survey of pre- 
paid medical care plans. It was also stated that American 
Medical Association officials are out of touch with Wash- 
ington and that the American Medical Association merely 
shoots down all other ideas, without offering any of its own. 

The question was asked, Can the National Physicians’ 
Committee do anything to secure Washington represen- 
tation? Doctor Sutherland explained that the N. P. C. was 
formed shortly after the American Medical Association 
court decision as a means of seeing that another such trial 
would not eventuate. He suggested that the eleven western 
states tie their efforts in with the N. P. C. 

Further discussion of the N. P. C. brought out the fact 
that this organization is on record as not being interested 
in politics but primarily in influencing public opinion, that 
there is grave doubt about the N. P. C. setting up a Wash- 
ington information bureau. Mr. Read stated that there was 
no doubt but what the N. P. C. had stirred up considerable 
public and professional opinion against the Wagner Bill. 

It was generally agreed that neither the Council on 
Medical Care and Public Relations of the American Medi- 
cal Association nor the National Physicians’ Committee 
was now in a position to establish a Washington infor- 
mation bureau and that, therefore, it was up to the states 
to do so if such a move was deemed advisable. 

Mr. Hunton then offered a resolution, consisting of four 
points: 

1. That a vote be taken by the states represented on the 
principle of forming an eleven-state organization. 

2. That a committee be appointed to frame a resolution 
expressing the sense of this meeting and outlining a tempo- 
rary form of organization. 
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3. That a permanent chairman be elected. 

4. That a three-man committee be appointed to draft the 
framework of a permanent form of organization. 

Upon receipt of a second, this motion was adopted. Dis- 
cussion of the individual points showed that all states repre- 
sented were in favor of forming an organization for the 
purpose of securing Washington representation. A tempo- 
rary committee, consisting of Doctors Roberts and Kent 
and Mr. Hassard, was appointed. 

Doctor Bouslog nominated Doctor Murray for perma- 
nent chairman. Upon receipt of a second and no more 
nominations, Doctor Murray was unanimously elected. 

Mr. Tibbals nominated Mr. Hunton for secretary. This 
was seconded and he was elected. 

Doctor Stewart nominated Doctor Kerby for vice- 
chairman. This was seconded and he was unanimously 
elected. 

The temporary committee reported through Doctor 
Roberts, Chairman. The resolution of Committee was: 

RESOLVED, That it is the sense of the representatives of 
the western states medical associations that an organi- 
zation be created to maintain a service bureau at Wash- 
ington, D. C., for the purpose of informing governmental 
agencies and representatives with regard to public health 
matters affecting the western states and to inform the 
medical profession of all Federal Government activities 
affecting the profession; and be it further 

RESOLVED, That other state medical associations be in- 
vited to join with the western states in a nation-wide pro- 
gram of this character; and be it further 

RESOLVED, That, temporarily, the organization be called 
the “Western States Public Health League” and be com- 
posed of the eleven western state medical associations until 
a permanent constitution and by-laws are adopted. 

Upon motion by the committee chairman, seconded, this 
resolution was unanimously adopted. 

It was moved by Doctor Nelson, seconded by Doctor 
Kerby, and adopted, that copies of this resolution should 
be sent to all state medical associations, to the seven phy- 
sicians who are members of Congress and to the American 
Medical Association. 

The matter of financing the organization was discussed 
and it was suggested that the minimum needs would be 
$25,000 to $30,000 annually, or about $3 per active member 
for the members of the western states medical associations. 
It was agreed that each state association should have the 
matter laid before its council or governing body at the 
earliest possible date for confirmation. 

The maternal and child health bill was then discussed, 
with Mr. Read explaining how this bill had been tacked 
as a rider onto an appropriation bill and passed before the 
medical profession or medical members of Congress knew 
about it. It was pointed out that the hospital association, 
with Washington representation, had opposed the hospital 
provisions of this measure and had secured adequate relief. 

It was moved, seconded, and passed that Doctor Murray 
should go to Chicago to attend a meeting of midwestern 
states along similar lines to this meeting. 

It was agreed that the next meeting should be held in 
Salt Lake City as soon as possible, preferably as soon as 
the western states associations complete their next sched- 
uled council meetings for approval of this program. 

Adjournment. 





(Additional items—Continued from pages 79-88, CALI- 
*ORNIA AND WESTERN MEDICINE, for July (Items I to XVIII); 
September, pages 178-182 (Items XIX to XXIII); October, 
pages 226-231 (Items XXIV to XXX); November, pages 
282-284 (Items XXXI to XXXVII); December, page 342 
(items XXXVII to XXXIX), and page 304. (See opposite.) 

Note.—For full discussion of maternity-pediatric pro- 
sram of Children’s Bureau, see J. A. M. A. for January 15, 
\944, on pages 171-178. Discussion by Dr. George H. Kress 
of California appears therein on page 174. 


CALIFORNIA MEDICAL ASSOCIATION 


MATERNITY-PEDIATRIC PLAN OF FEDERAL 
CHILDREN’S BUREAU* 
© ¢ 
ITEM XL: MATERNITY-PEDIATRIC 


Sacramento County Medical Society Modification 
of the Federal Emergency Maternity and 
Infant Care Program 


(Form A) 
To Be Filled in By Health Officer: 


Case No. 
Assigned 





This is to certify that the California State Department 
of Public Health will assume responsibility for payment 
from available Federal Funds for hospitalization and such 
special services as may be required by the undersigned 
patient and/or her infant under the Federal Children’s 
Bureau Maternity and Infant Care program with the 
understanding that all records will be made available to 
the Department of Public Health. 


Patient’s Signature 
Authorizing Agent .... 





7 ci 7 
(Form B) 
To Be Filled in by Attending Physician: 

I hereby agree to furnish maternity, medical and/or 
surgical care to the above patient and/or her infant, who 
has been certified by the California State Department of 
Public Health under the Federal Children’s Bureau Ma- 
ternity and Infant Care program, but I refuse to accept 
payment from the Federal Government, the patient or her 
family for professional services authorized under this plan. 


I also agree to approve justifiable bills for hospitalization 
and/or special services and authorize the Department of 
Public Health to examine and make copies of any or all 
pertinent records. 


Signed 

Name of Hospital Recommended 

7 7 v 
(Form C) 
To Be Read and Signed By the Patient: 

The members of the Sacramento County Medical So- 
ciety wish to acquaint you with their attitude toward the 
Federal Children’s Bureau Plan for Maternity and Infant 
Care. 

These physicians are heartily in favor of caring for the 
wives and children of enlisted men, but are strenuously 
opposed to one particular feature of this plan, namely, the 
direct payment by the Federal Government of professional 
fees to the physician. They believe that this method of 
payment is an entering wedge to the socialization of medi- 
cine which will result in political domination and bureau- 
cratic control. In their opinion, this socialization will 
rapidly lead to the deterioration of the present high stand- 
ards of medical practice which have been established 
through individual initiative. They feel that an allotment 
to the patient for medical expenses would completely elimi- 
nate the most objectionable feature of this plan and would 
maintain the desired patient-physician relationship. 

In opposition to this Federal subsidization, the physicians 
of this county have arranged to provide the wives and chil- 
dren of certain classes of enlisted men with the highest 
type of medical service which this county affords at no cost 
to the patient, to her relatives or to the Federal Govern- 
ment and have agreed to donate these professional serv- 


* For other references, see footnote in adjacent column, 
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ices as a portion of their contribution to the war effort, 
pending satisfactory changes in the present Federal Plan.* 
I have read the above and understand the circumstances 
under which I am to receive this service. 
Patient’s Signature 
* * * 


MATERNITY-PEDIATRIC 
(copy ) 
U. S. DEPARTMENT OF LABOR 
CHILDREN’S BuREAU 
WASHINGTON 
ZONE 25 


ITEM XLI: 


December 21, 1943. 
Dear Doctor Kress: 

In accordance with the recommendations of the Chil- 
dren’s Bureau Advisory Committee on Maternal and Child- 
Health Services meeting in Washington, D. C., on Oc- 
tober 21, 1943, the following general practitioners have 
been added to the list of Advisory Committee members: 
George D. Cannon, M.D., New York, N. Y.; Eleanor 
Harvey, M. D., Newport News, Virginia; John Z. Preston, 
M.D., Tryon, North Carolina; S. A. Thompson, M.D., 
Camden, Arkansas. 

For your information I will send to you a revised list 
of the Advisory Committee members in the near future. 


Sincerely yours, 


(Signed) Martua M. E tort, M.D., 
Associate Chief. 


WAGNER-MURRAY-DINGELL BILL 
(S. 1161; H. R. 2861) 


Uncle Sam, M. D. 
In the days of the New Deal, hard-pressed United States 


citizens discovered that their Government would take care 
of them in health, but not in sickness. 

Socialized medicine is the next step in the social dream- 
er’s vision of a well-ordered State. Pressure for some 
sort of State-organized medical system has not been re- 
stricted to dreamers only ; it has grown in the favor of the 
white-collar groups, who find uneven hospital service, 
clashing medical ethics, and heavy doctor bills an intoler- 
able burden. 

Thoroughly on the other side is the well-organized 
American Medical Association, which has yielded only 
grudgingly to group medical schemes. Recently the Ameri- 
can Medical Association has become alarmed, has appointed 
committees to devise plans for better medical service to 
the general public. 

Last June, Federalized medicine crystallized in a bill 
sponsored in the Senate by labor’s friend, Senator Robert 
F. Wagner (D., N. Y.), and Senator James Murray 
(D., Mont.). A similar bill was introduced in the House 
by Michigan’s John D. Dingell. 

The Murray-Wagner-Dingell bill propeses a sort of 
American Beveridge plan. It would set up in one gigantic 
Social Security office the care of United States citizens— 
furnishing unemployment insurance, hospital and medical 
benefits, old age and disability pensions. All this paternal- 
ism would be financed by a 6 per cent social security tax 
on employers (they now pay 4) and a 6 per cent tax on 
employees’ pay checks (they now pay | per cent). 

The extension of general social security benefits in the 
bill were overshadowed by the new provision: That the 
Government would go into the health insurance business. 
Under the plan doctors would be free to enter or stay out 
of the insurance system, and patients would be free to 
choose their own doctors from among those who entered 


* Editor’s Note.—Italics inserted by the editor of CaLI- 
FORNIA AND WESTERN MEDICINE. 
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the system. In other respects, hospitalization and special 
care, the plan sounds like those currently operated by 
numerous groups throughout the country. 

By last week two new medical associations had been 
founded with the express purpose of fighting the Wagner- 
Murray-Dingell bill. Senator Murray angrily charged 
that the American Medical Association was setting up 
these dummy organizations, misrepresenting the provisions 
of the bill. The American Medical Association last week, 
in an official statement, coldly denied that it was giving 
financial support to the new organizations (both made up 
of American Medical Association members), but said that 
it approved their efforts, 

To the average United States citizen the bill presented 
a dilemma. He would like medical insurance to protect 
him from financial blows and raise the standard of public 
health. But he is beginning to grumble about: Federal 
bureaucracy; higher and higher pay-roll taxes.—This 
World, San Francisco Chronicle, January 9, 1944. 


RE: MIGRATORY AGRICULTURAL WORKERS: 
THEIR HEALTH CARE 
Amendment to Public Law 45 


(See in November issue of CALIFORNIA AND WESTERN 
MEDICINE for other comments, on pages 256 and 287, and 
in December number, on pages 343 and 344.) 


(copy) 

The following is a confirming copy of a Western Union 
telegram, sent to the following: 

Senators Hiram W. Johnson, Sheridan Downey, Ken- 
neth McKellar, and Robert R. Reynolds ; and to California 
Congressmen Clarence R. Lea, Clair Engle, J. Leroy John- 
son, Thomas Rolph, Richard J. Welch, Albert E. Carter, 
John H. Tolan, John Z. Anderson, Bertrand W. Gearhart, 
A. J. Elliott, George E. Outland, H. Jerry Voorhis, Norris 
Poulson, Thomas F. Ford, John M. Costello, Will Rogers, 
Jr., Cecil R. King, Ward Johnson, Chet Holifield, Carl 
Hinshaw, Harry R. Sheppard, John Phillips, and Ed V. 
Izac. 

The hope is expressed that those addressed will be able 
to give their codperation. 

Kari L. ScHaAupp, 
President, California Medical Association. 
x ok * 
(copy:) 
San Francisco, California, 
January 4, 1944. 
Hon. Hiram W. Johnson 
Senator from California 
Senate Office Building 
Washington, D. C. 


Dear Senator Johnson: Your S. 1493 aimed to provide 
adequate medical service to migrant agricultural workers 
and their families who come to California without govern- 
mental aid or through governmental agencies. The Cali- 
fornia Medical Association is in full accord with the ob- 
jectives and record of the Agricultural Workers Health 
and Medical Association. On the last December day of the 
House, H. J. R. 208 was passed by a voice vote and with- 
out discussion. The House Committee on Appropriations 
sent it to the floor by a vote of 16 to 15 and presented it 
as a substitute to H. J. R. 205 which would have con- 
tinued the present excellent set-up under the War Food 
Administrator with an appropriation of one million eight 
hundred fourteen thousand dollars, which H. J. R. 208 
also cut to one-half. H. J. R. 208 also cut down medical 
care to workers other than those recruited or transported 
by the Government and/or residing in Government camps. 

We believe the Senate Committee on Appropriations, 
Senator McKellar chairman, should be urged to amend the 
legislation as follows: 
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1. Continue the operation of the program through a 
Federal agency. (We do not suggest what that agency 
shall be.) 

2. Restore the appropriation for medical care to $1,- 
$14,000. 

3. Provide a liberal interpretation which will make possi- 
ble providing medical care to interstate and foreign workers 
who are in need regardless of whether they have been 
transported by or placed by the Government. 

We are sending copies of this telegram to Senators 
McKellar, Downey, and Reynolds, and to all California 
Congressmen. 

We hope we may have your individual and joint support. 

450 Sutter Building. 

Kart L. ScHaupp, 
President, California Medical Association. 
7 7 4 


In response to the above telegram, Senator Hiram W. 
Johnson promptly sent the following reply: 
(copy ) 
WESTERN UNION TELEGRAM 
January 6, 1944, 9:51 a.m. 
Washington, D. C 
Karl L. Schaupp 
President, California Medical Association 
San Francisco 


Response your wire, I immediately took matter up with 
Senator McKellar suggesting your amendment. Will con- 
tinue to do everything I can in behalf of this matter. 

Hiram W. JoHNsOoN. 
7 7 7 


What the end-result will be, time will reveal. 





COMMITTEE ON HEALTH AND 
PUBLIC INSTRUCTION 


Better-Health Talk 


To Conquer Disease, Adopt Army, Navy Measures— 
Wilbur 


“If we could apply to our whole people the preventive 
and curative measures being used for the Army and the 
Navy we could not only save an untold number of lives, 
but we could gain complete mastery over such diseases as 
typhoid fever, smallpox, yellow fever, lockjaw, and some 
others.” 

With these words Chancellor Emeritus Ray Lyman 
Wilbur began his discussion of better health care, which 
was recently broadcast over station KPO as a part of 
NBC’s “For This We Fight” series. 

Doctor Wilbur stated that, although we have had ad- 
vanced in science and medicine, there are so many factors 
in the human personality that it is difficult to control 
conduct. 

“The doctor for soldiers and sailors can do far more for 
them than is done for those in civilian life, for he has to 
take advantage of concentrated medical facilities and staff 
and of dealing with disciplined men under a prescribed 
medical or physical examination plan,” Doctor Wilbur said. 

Too small a number of civilians, according to the Chan- 
cellor, have periodical physical examinations or bother 
with medical care until a severe illness or accident occurs. 


PREPAYMENT PLAN 


\ prepayment plan for both prevention of disease and 
the cure of disease conditions on a voluntary basis has, 
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arisen in many parts of the country as a means of financing 
these. new centers, he added. 

“With fewer doctors, due to the war, groups of doctors 
are coming together and dividing up the work that has to 
be done, and many methods for time saving are being used,” 
Doctor Wilbur said. 

The well-trained physician will have no trouble finding 
a place for his work in the postwar period, according to 
Wilbur, because “soldiers and sailors returning from the 
war, after experiencing just what modern medicine can 
do, will inevitably seek for similar care for themselves and 
their families.” 

SURPLUS OF NURSES 


Doctor Wilbur added that there might be a surplus of 
nurses and others who have helped to care for the sick in 
connection with the armed services, but that these would 
be partially taken care of also by the demand for more 
modern medical care. 

“Medical knowledge is for all,” Doctor Wilbur con- 
cluded. “Undoubtedly, we in America will get the best, 
but science, with its application in medicine, offers to the 
whole human family relief from disease, malnutrition, and 
injury to a degree never before possible.” 


Bay Area Union Health Conference 
(copy) 
Called for Sunday, January 16, 1944, 10 a. m. to 5 p. m. 
678 Turk Street, San Francisco, 2 
January 7, 1944. 
Dear Doctor Kress: 

At the suggestion of Dr. Rodney Beard, I telephoned 
you yesterday concerning the Conference, which is to be 
held on January 16 to consider problems of health which 
relate especially to war workers in industry and which 
call for mutual effort of the workers themselves and their 
agencies, the unions, together with all medical and health 
agencies. 

A liberal representation of these groups is promised. 
Here is a partial list of professional men and experts who 
will be in attendance: Doctors L. S. McLean, Charles E. 
Smith, Walter H. Brown, Frank L. Kelly, Chesley Bush, 
J. C. Geiger, W. A. Powell, Irving D. Johnson, S. F. 
Farnsworth, M. P. H., D. M. Bissell, and F. M. Pottenger. 

Unions—A. F. of L., C. I. O., and Independent, are 
sending delegates. 

The heterogeneous nature of the gathering will surely 
insure full and free discussion of the selected questions. 

The enclosed “call” is designed primarily to get favor- 
able consideration from Union Locals. Professional and 
medical men have responded affirmatively to the invitation. 
The concern now is to insure full Labor representation. ... 


Sincerely yours, 
(Signed) MArIANNA PACKARD, 
Secretary. 
7 5 A 7 
SPONSORS 
California Social Hygiene Association; San Francisco 
County Medical Society ; San Francisco Public Health De- 
partment ; California Tuberculosis Association ; San Fran- 
cisco Tuberculosis Association; Mental Hygiene Society ; 
California Department of Public Health; San Francisco 
Nutrition Council; Bay Area Nutrition in Industry. 
Labor groups include: American Federation of Labor; 
Allied Printing Trades Council; Congress of Industrial 
Organizations; Brotherhood of Locomotive Firemen and 
Enginemen ; Tom Mooney Labor School; Brotherhood of 
Railway Clerks. 
7 7 7 


CALL TO A CONFERENCE ON HEALTH 


Health is a community problem, of vital importance to 
everyone—employer, professional man, war worker. 
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Representatives of union workers in the Bay area will 
meet on January 16, 1944, at the San Francisco Civic Audi- 
torium to consider measures for better health and medical 
care for the men and women who work in the war effort. 
The conference will be held from 10 a. m. to 5 p. m. 

x * * 


Your organization is invited to send delegates to aid in 
the job that the Conference will try to do. 
* ok * 


Lost man hours resulting from illness are a definite 
threat to war production. Poor nutrition lowers the effi- 
ciency and morale of war workers. Doctors’ bills and 
loss of income through illness are a serious problem for 
workers. If any section of the population has insufficient 
medical care, the danger of epidemics, such as marked the 


last war, results. 
* * x 


Recognizing that health and medical facilities in this 
area are inadequate, the Conference will tackle four main 
aspects of the problem. There will be panel discussion on: 

1. Nutrition—a hot lunch, industrial feeding program. 

2. Communicable diseases—tuberculosis and venereal. 

3. Public health—how our city, state, and federal agen- 
cies are coping with job safety and occupational hazard 
problems. 

4. Health insurance—plans such as the Kaiser Perma- 
nente Plan, California Physicians’ Service, and the Mur- 
ray-Wagner-Dingell bill. 

* * * 


If possible, four delegates from your group should be 
chosen, one to cover each panel, so that a full report of 
the proceedings can be brought back. 

* ok x 


By special arrangements with sponsoring groups, chest 
x-rays and blood tests will be offered, completely free of 
charge, at a model health unit which will be on display. 

MarIANNA D. PACKARD, 
Secretary for the Conference. 


San Bernardino County Sues for County 
Hospital Care 


The Board of Supervisors, on October 25, authorized 
the filing of suits against eighty-eight former patients at 
the San Bernardino County Hospital to recover money due 
for hospital treatment. 

The former patients had ignored demands upon them 
for payment of their bills, said Robert J. Farrell, deputy 
county counsel. 

Approximately $2,000 is owed by the eighty-eight pa- 
tients and suits will be filed in the San Bernardino justice 
court against those whose bills are above $50 and in the 
San Bernardino small claims against former patients who 
owe less than $50. 

The amounts due the hospital range from $3 to more 
than $100. 

County Counsel Donald S. Gillespie recently was author- 
ized by the Board to ask the former patients for their pay- 
ments and approximately $500 was collected, but the rest 
of the persons declined to answer the requests. 

Most of the county’s claims are for services given in 
emergency cases. Usually, the hospital takes care of only 
charity cases, but also gives treatment to persons in need 
of emergency aid. Payments are being asked from persons 
able to pay for treatment. 





It is no happiness to live long, nor unhappiness to die 
soon ; happy is he that hath lived long enough to die well. 
—Francis Quarles, Enchiridion, Cent. ii, No. 84. 
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COUNTY SOCIETIES' 


CHANGES IN MEMBERSHIP 
New Members (13) 


Kern County (2) 
Patterson, Lloyd, Keene 
Rounds, Vincent J., Bakersfield 


San Diego County (2) 

Deeds, D. Dalton, San Diego 
King, Irving J., San Diego 

San Francisco County (8) 
Baer, Charlotte C., San Francisco 
Layton, Walber B., Jr., San Francisco 
Mirviss, Sophia, San Francisco 
Sandars, Leibert J., San Francisco 
Shepherd, Ford, San Francisco 
Singleton, Virginia Anne, San Francisco 
Spaulding, C. Arthur, Jr., San Francisco 
Strong, Munro, L., San Francisco 


Sonoma County (1) 
McAulay, Marion B., Petaluma 
Transfers (1) 


Otten, Alex John, from Siskiyou County to San Mateo 
County. 
Resignations (1) 
Stoker, Edith M., San Francisco County. 





Iu Memoriam 





Abbott, Ursa S. Died at Richmond, November 23, 1943, 
age 70. Graduate of the College of Physicians and Sur- 
geons of San Francisco, 1902. Licensed in California in 
1909. Doctor Abbott was a member of the Contra Costa 
County Medical Society, the California Medical Associ- 
ation, and a Fellow of the American Medical Association. 


+ 


Hoefer, Andrew Jack. Died at San Diego, December 3, 
1943, age 43. Graduate of the University of Kansas School 
of Medicine, Lawrence-Kansas City, 1932. Licensed in 
California in 1933. Doctor Hoefer was a member of the 
San Diego County Medical Society, the California Medical 
Association, and the American Medical Association. 

a 

Holliger, Charles Daniel. Died at Stockton, December 
13, 1943, age 60. Graduate of the University of California 
Medical School, Berkeley-San Francisco, 1916. Licensed 
in California in 1916. Doctor Holliger was a member of 
the San Joaquin County Medical Society, the California 
Medical Association, and a Fellow of the American Medi- 
cal Association. 


* 


Hunt, Verne Carlton. Died at Los Angeles, December 
12, 1943, age 55. Graduate of Rush Medical College, IIli- 
nois, 1913. Licensed in California in 1914. Doctor Hunt 
was a member of the Los Angeles County Medical As- 
sociation, the California Medical Association, and a Fellow 
of the American Medical Association. 

+ 

Kindall, Cleve Edwin. Died at Los Angeles, December 
12, 1943, age 55. Graduate of the University of Colorado 
School of Medicine, Denver, 1911. Licensed in California 


+ For roster of officers of component county medical 
societies, see page 4 in front advertising section. 
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in 1915. Doctor Kindall was a member of the Los An- 
geles County Medical Association, the California Medical 
Association, and a Fellow of the American Medical As- 
sociation. 


+ 


King, John C. Died at Pasadena, October 21, 1943, 
age 91. Graduate of the University of Nashville Medical 
Department, Tennessee, 1874. Licensed in California in 
1885. Doctor King was a member of the Riverside County 
Medical Society, and at the time of his death was the only 
honorary member of the California Medical Association 
and a Fellow of the American Medical Association. 

* 


Kryder, George Buchanan. Died at Giendale, No- 
vember 18, 1943, age 50. Graduate of the University of 
Illinois College of Medicine, Chicago, 1920. Licensed in 
California in 1929. Doctor Kryder was a member of the 
Los Angeles County Medical Association, the California 
Medical Association, and a Fellow of the American Medi- 
cal Association. 

* 

More, David Hubbell. Died at Beverly Hills, No- 
vember 4, 1943, age 65. Graduate of Columbia University 
College of Physicians and Surgeons, New York, 1907. Li- 
censed in California in 1923. Doctor More was a member 
of the Los Angeles County Medical Association, the Cali- 
fornia Medical Association, and the American Medical 


Association. 
+ 


Morton, Lewis Burrows. Died at Los Angeles, Oc- 
tober 19, 1943, age 65. Graduate of the State University 
of Iowa College of Medicine, Iowa City, 1901. Licensed 
in California in 1909. Doctor Morton was a member of 
the Los Angeles County Medical Association, the Cali- 
fornia Medical Association, and a Fellow of the American 


Medical Association. 
+ 


Neubert, Albert Daniel. (Major, U. S. A.) Died in 
the European area, October 29, 1943, while on active duty, 
age 40. Graduate of the University of Wisconsin Medical 
School, Madison, 1928. Licensed in California in 1931. 
Doctor Neubert was a member of the San Bernardino 
County Medical Society, the California Medical Associ- 
ation, and a Fellow of the American Medical Association. 

* 

Peoples, Stuart Zeno. Died at Petaluma, November 16, 
1943, age 65. Graduate of the University of California 
Medical School, Berkeley-San Francisco, 1904. Licensed 
in California in 1904. Doctor Peoples was a member of 
the Sonoma County Medical Society, the California Medi- 
cal Association,.and a Fellow of the American Medical 


Association. 
+ 


Rusk, Glanville Yeisley. Died at San Francisco, No- 
vember 22, 1943, age 68. Graduate of Johns Hopkins Uni- 
versity School of Medicine, Baltimore, 1900. Doctor Rusk 
was an associate member of the San Francisco County 
Medical Society, and of the California Medical Associ- 
ation, and a Fellow of the American Medical Association. 


+ 


Shoemaker, Harlan. Died at Los Angeles, December 
11, 1943, age 68. Graduate of the University of Pennsyl- 
vania School of Medicine, Philadelphia, 1902. Licensed 
in California in 1912. Doctor Shoemaker was a member 
of the Los Angeles County Medical Association, the Cali- 
fornia Medical Association, and a Fellow of the American 
Medical: Association. 

* 


Steele, Warren Nelson, Jr. (Captain, U. S. A., Air 
Corps). Died at Shreveport, Louisiana, October 23, 1943, 
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age 32. Graduate of the University of Southern California 
School of Medicine, Los Angeles, 1937. Licensed in Cali- 
fornia in 1937. Doctor Steele was a member of the Stanis- 
laus County Medical Society, the California Medical As- 
sociation, and the American Medical Association. 

+ 


Stone, Willard John. Died at Pasadena, October 30, 
1943, age 66. Graduate of the University of Michigan 
Medical School, Ann Arbor, 1901. Licensed in California 


-in 1920. Doctor Stone was a member of the Los Angeles 


County Medical Association, the California Medical As- 
sociation, and a Fellow of the American Medical As- 
sociation. 

ra 

Story, Thomas Andrew. Died at Atlanta, Georgia, 

October 28, 1943, age 68. Graduate of Harvard Medical 
School, Boston, 1905. Licensed in California in 1927. 
Doctor Storey was a member of the Santa Clara County 
Medical Association, the California Medical Association, 
and a Fellow of the American Medical Association. 

+ 


Thompson, Arthur Peter. Died at Los Angeles, No- 
vember 10, 1943, age 57. Graduate of the State University 
of Iowa College of Medicine, Iowa City, 1910. Licensed 
in California in 1926. Doctor Thompson was a member 
of the Los Angeles County Medical Association and the 
California Medical Association. 

* 

Ward, John Milton. Died at Oakland, October 30, 
1943, age 68. Graduate of Northwestern University Medi- 
cal School, Chicago, 1908. Licensed in California in 1908. 
Doctor Ward was a member of the Alameda County Medi- 
cal Association, the California Medical Association, and 
the American Medical Association. 


* 
OBITUARIES 


Oliver Deveta Hamlin 
1870-1943 


Dr. Oliver D. Hamlin, dean of the medical profession 
in Alameda County and widely known throughout Cali 
fornia, died on October 11, of a heart attack. He was 
73 years old. 

For forty-five years until his resignation in May of 
1940, he was attached to the Alameda County Emergency 
Hospital, for thirty-seven years as chief surgeon. A noted 
autopsy expert, he served for forty-two years as medical 
advisor to the District Attorney’s office and was frequently 
called into consultation on criminal cases by various Cali- 
fornia District Attorneys. 
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Son of a Forty-niner, he was born on a grain ranch in 
Oakland Valley (now Albany). From his later home at 
Lafayette, Contra Costa County, he rode horseback to Oak- 
land to attend St. Joseph’s College at Fifth and Madison 
streets. In 1890 he was awarded a degree as Bachelor of 
Science, University of Santa Clara, and four years later 
gained the Degree of Medicine, Cooper Medical College, 
San Francisco, later Stanford Medical School. 


He began practice of medicine a year later as an as- 
sociate of the late Dr. E. H. Woolsey, then chief surgeon 
of Southern Pacific Hospital. In 1907 Doctor Hamlin be- 
came chief division surgeon for the Southern Pacific Com- 
pany. He was one of the founders and for years a member 
of the Board of Governors, American College of Sur- 
geons, and of the Council of the California Medical As- 
sociation. 


Doctor Hamlin was chief of staff at Providence Hospi- 
tal in Oakland from 1903 to 1938; he was a former presi- 
dent of the Oakland Board of Health, served as president 
of the Alameda County Medical Association and the Cali- 
fornia Medical Association; for fourteen years he was a 
delegate from the State medical group of the American 
Medical Association. 


High requiem mass was held in Oakland’s St. Francis 
de Sales Church. 


Present were representatives of State, county, and mu- 
nicipal governments, and people who had known as a real 
friend the man who was the dean of the medical profession 
in Alameda County. 


The Rev. Father Richard O’Donnell conducted the 
solemn high requiem mass, over which Archbishop John J. 
Mitty of San Francisco presided. 


Governor Earl Warren, who had known Doctor Hamlin 
for many years, headed the list of honorary pall bearers 
and was present at the last rites. 


The Oakland Tribune for October 17, made the follow- 
ing editorial mention of Doctor Hamlin’s services to the 
community : 

“Dr. Oliver D. Hamlin remembered Oakland from the 
days when the ‘big business’ center of but few buildings 
was jammed on Lower Broadway, the streets wére knee- 
deep in mud, and the place where the City Hall now stands 
was out toward the country. For he was born in Oakland 
Valley—later Bay View and still later Albany—seventy- 
three years ago. His father was a pioneer who came around 
the Horn in 1849, and the tales and the spirit of early Cali- 
fornia were cherished in the household. When he was a 
small boy the family moved to Lafayette, distinctly far 
from city life, and the boy was brought up on a cattle 
ranch. Not surprisingly, he had his own horse and could 
ride it. The boy, Oliver Hamlin, used to ride over the hills 
to attend school at St. Joseph’s Academy at Fifth and 
Jackson Streets, Oakland, a school that was affiliated with 
St. Mary’s College, then in San Francisco. He grew up 
with a love for this region and for the whole California 
story, and it is significant that all of his career was spent 
here. It was a career of distinction in medicine, charities, 
and friendships. His county and his State medical socie- 
ties honored him by making him president. Santa Clara 
University, which awarded him his degree as Master of 
Science, later conferred the honorary degree of Bachelor 
of Laws, and it was Cooper Medical College in San Fran- 
cisco which awarded him his M.D. Back in 1895 Doctor 
Hamlin began his practice with the late Dr. E. H. Woolsey, 
who was then chief surgeon of the Southern Pacific in 
Oakland. There followed service in the Emergency Hos- 
pital, as division surgeon for the Southern Pacific and as 
the District Attorney’s medical adviser. In this capacity 
he became famous as a medical expert for the testimony 
he was able to offer in court, and it was not long before 
his aid was sought from other cities and counties. 
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“If we go back some forty years, we find Doctor Hamlin 
as president of the Oakland Board of Health. For thirty- 
five years he was chairman of the staff of Providence 
Hospital. Deserved honors came to him. He was this 
State’s delegate to the Amcrican Medical Association and 
one of the founders of the American College of Surgeons 
in Chicago, and a member of the Alameda County Insti- 
tutions Commission. In his city’s life he had time for 
varied activities. As exalted ruler of the Elks, member 
of the Athens and Bohemian Clubs, and one who aided in 
bringing here the famous horse shows, he was consistent 
in the promotion of everything which he felt to be for the 
interests of Oakland. In his charities he was both modest 
and generous, saying little and giving much. A famous 
physician and surgeon was ths son of a Forty-niner who 
spent his life in this area and left it the better for the 
examples he set and the works he performed.” 


+ 


1853-1943 


Dr. John C. King was born in Pittsburgh, Pennsylvania, 
February 9, 1853. He was educated at Newell Institute, 
and received his M. D. degree at the University of Nash- 
ville in 1874. He served as an intern in Pittsburgh Hospi- 
tal, where he was on the Dispensary staff. Upon coming 
to California, he at once began an active interest in medical 
and civic affairs. He was president of a high school board 
for twenty years; he helped to organize the San Bernar- 
dino County Medical Society and became its president; 
he was also president of the Riverside County Medical So- 
ciety, and later president of the Southern California Medi- 
cal Society, and in 1910 he was elected president of the 
California Medical Association. In 1923 he retired from 
the practice of medicine in Banning, where he specialized 
in tuberculosis, and removed to Pasadena. 

In addition to his active professional life, Doctor King 
was an earnest student of the Bible, and for sixty-five 
years gave continuous service to both church and Sunday 
schools, as either superintendent or teacher. On December 
27, 1942, he brought to a close this phase of his activity, 
and on that afternoon hundreds-of his friends gathered at 
his home in Pasadena to do him honor. 

After he retired from active practice twenty years ago, 
Doctor King engaged in the delightful hobby of cultivating 
fine flowers, devoting himself in his large garden, espe- 
cially to choice roses and magnificent dahlias, which he 
generously sent to hospitals and churches. : 

In recent years, Dr. John C. King, who celebrated his 
ninetieth birthday in Pasadena on February 9, 1943 (Catt- 
FORNIA AND WESTERN MEDICINE, January, 1943, page 49) 
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had the honor of being the only living honorary member 
of the California Medical Association. 

Doctor King’s presidential address to the California 
Medical Association appeared on page 223 of CALIFORNIA 
STATE JoURNAL OF MEDICINE for June, 1911. His con- 
cluding remarks permit an insight concerning his profes- 
sional outlook and character: 

“In conclusion, allow me to place special stress upon the 
social life of our State Medical Association. Too many of 
us regard our colleagues as rivals. Competition is keen, 
monetary demands are pressing, and the pride of reputation 
stings when touched. We are apt td magnify our own 
success and the other fellow’s failure. It is a very poor 
doctor, indeed, who has never succeeded where a better 
man has failed. We forget that one has a right to be judged 
by his success rather than by his failures, and that while 
his failures occasionally fall into our hands, his successes 
never do. We fail to remember that no one of us is always 
up to his own average. The corroding effects of profes- 
sional jealousy hamper us in many ways. In some locali- 
ties the disease seems especially virulent, in others it is 
more or less under control. I do not know any better 
remedy for it than close acquaintance. The better we know 
our fellow practitioner the better fellow he seems to be, 
as a rule. A quiet talk with a man we do not like very 
well often helps us to like him better, does both of us 
more good than to listen to his erudite paper. The member 
who only comes to read his contribution, then hikes off 
again, does not get much out of the meeting or say many 
good words about it afterward. Let us get better ac- 
quainted, that we may like each other better and, in par- 
ticular, let the one who has attended a meeting or two 
welcome the one who has never been here before so that 
he may want to come again. What we most need is a feel- 
ing of solidarity.” 

* 


Willard J. Stone 
1877-1943 


Under the caption “The Community Mourns His Pass- 
ing,” the Pasadena Star-News for November 1 made edi- 
torial mention of the passing of Dr. Willard J. Stone: 

“Dr. Willard Stone died, probably, as he would have 
wished: He died in the harness, as the phrase goes; prac- 
ticing the profession of medicine, for which he had so 
meticulously prepared himself and to which he devoted a 
useful, kindly lifetime. 

“In the tradition of the Hippocratic oath, to which phy- 
sicians subscribe, he ministered to the ailing unto the last. 
He saw his final patient of the day at 4:30 p.m. He listened 
to the recital of symptoms, but if the physician himself 
felt ailing he kept it to himself. When he failed to come 
home to dinner, his distraught wife had building attend- 
ants open his office. There was Doctor Stone, dead. 

“So ended a notable career in medicine, a quarter-century 
of it practiced in Pasadena, where Doctor Stone com- 
manded the respect of laymen and fellow members of the 
medical fraternity alike. With friends in both of these 
categories, he had established a reputation in the field of 
internal medicine. His reputation in this respect preceded 
when he came here twenty-four years ago, and he en- 
hanced it by his continued studies and his pace-keeping 
with the advances in diagnosis and treatment of man’s in- 
ternal maladies. He, himself, contributed thought to these 
advances, in his own practice, in discussions in the recog- 
nized medical journals and as a clinical professor at the 
University of Southern California. He was 66 years old, 
and his experience dated back over the years, including 
service as a major of the Army Medical Corps in World 
War I. 

“Tomorrow the able physician will be laid to rest, 
mourned by confreres and other townsfolk.” 
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Ira Bennett Bartle 
1871-1943 


Dr. Ira Bennett Bartle, age 72, died at his home in Mon- 
terey Heights, San Luis Obispo, on November 7, 1943, 
after an illness of several months. Death was due to a 
cerebral thrombosis. 

Doctor Bartle, who some years ago gained public at- 
tention through his bacteriological research, was born in 
Woodhall, New York, September 16, 1871, and was gradu- 
ated from Tulane University, Louisiana, as a physician 
and surgeon in 1901. 

After his graduation he practiced medicine in Oklahoma, 
and in 1907 moved to North Bend, Oregon, where he served 
as physician and surgeon for the Simpson Lumber Com- 
pany, taking postgraduate work in 1913 and 1916. 

In 1916 he enlisted in the Army, where he attained the 
rank of major, and was discharged at Fort Huachuca, 
Arizona, in 1919. 

He practiced medicine in Nogales, Arizona, until 1923, 
when he returned to North Bend, Oregon, and was con- 
nected with the Kyser hospital. He moved to San Luis 
Obispo in 1929. 

A few years ago he conducted research on adobe bricks at 
the San Luis Obispo Mission, in which he determined that 
bacteria which had lain dormant for years in dried bricks 
still retained life and could be revived. He also made a 
trip to Mexico, where he conducted similar experiments, 
which gained the attention of several magazines and news- 
papers. ‘ 

At the time he was first taken ill, Doctor Bartle was 
president of the local Rotary Club, and was a member of 
the Masonic Lodge (a Shriner), and American Legion 
Post No. 66. He was also a member of the Eastern Star 
of North Bend, Oregon. 


+ 


Stuart Zeno Peoples 
1878-1943 


Dr. Stuart Zeno Peoples, age 65, passed from this life 
at 3:20 o’clock on November 16. His death occurred at 
the Petaluma General Hospital, where he was taken ill 
three weeks before while assisting in an operation. Ap- 
parently recovered from an extended illness which had its 
inception on March 24 last, he resumed his medical prac- 
tice in the early summer. He was stricken on October 23 
with paralysis. 

Doctor Peoples was a fine example of that worthy class 
of men to whom Petaluma was largely indebted for its 
progress and health. 


Night or day, no matter how tired he might be, he was 
ever ready to answer sick calls. He gave freely of his 
knowledge and cared, gratis, for those less fortunate who 
needed his help. He found it a pleasure to help those in 
need. He took care of families for years when he knew 
they were unable to pay, but it made no difference to the 
kind-hearted physician. 

He had been the physician for local families for gener- 
ations and was regarded not only as a physician, but a good 
and sincere friend. 

Petaluma will not seem the same without Doctor Peoples, 
whose long and distinguished career came to a close in the 
hospital which he at one time owned. 

He seldom rested, and lived an unusually busy life up to 
the end. After a sudden attack of illness suffered some 
months ago, his family endeavored to have him retire. 

Doctor Peoples had long been numbered among the lead- 
ing- members of Petaluma’s medical fraternity and also 
figured prominently in civic and school affairs. He was 
born on April 19, 1878, at Stony Point, and in Sonoma 
County represented one of its oldest families. 

Completing courses in rural schools and the Petaluma 
high school in 1896, Doctor Peoples devoted three years 
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to teaching at Dunham and Canfield schools after gradu- 
ating from McMinn’s Normal School at Santa Rosa. He 
prepared for his medical profession in the University of 
California, from which he received his M.D. degree in 
1904. He returned to Petaluma, where he had since main- 
tained an office. He enlisted in the United States Medical 
Corps during World War I, winning the commission of 
first lieutenant, and was stationed at the base hospital at 
Camp Lewis, Tacoma, Washington, during 1918-19. 

On three different occasions Doctor Peoples had served 
as president of the Sonoma County Medical Society, and 
for twenty years as head of the Sonoma County Tubercu- 
losis Association. 

Anxious to assist in the present war emergency, Doctor 
Peoples became the chief examiner for Local Draft Board 
44 and a member of the Sonoma County Procurement and 
Assignment Committee which was delegated to secure 
doctors for the Army and Navy. Physicians and surgeons 
in Petaluma and elsewhere had intense admiration for his 
usefulness as a member of the medical profession. He 
never spared himself to render medical aid day or night, 
or to save a life. 

Through his association in community endeavor and in 
the above organizations he was very frequently: taxed in 
effort, but never complained, and yet found time to effi- 
ciently care for the splendid medical practice he had built 
up in the community which he loved and liked to call his 
home. For such service he will be amply rewarded in the 
Great Beyond. His name is indelibly written in the Book 
of Memory. 

* 


Albert Daniel Neubert 
1904-1943 

Death has struck for the first time in the ranks of 
doctors in San Bernardino County, serving their country in 
World War II, in the tragic loss of Major A. D. Neubert 
in England on October 29, from spinal meningitis. 

Entering the Service in September, 1942, with the rank 
of Captain, his enthusiasm and close application to duties 
had won for him the respect and confidence of his superior 
officers and he was promoted to the rank of Major in April, 
1943. He had been assigned especial training in chest sur- 
gery and was wonderfully well equipped to carry on his 
medical work on the field of action. He was sent overseas 
and wrote glowing lettcrs of his pleasure in and enjoyment 
of the beauties of England while waiting for his more 
active duties. 


Letters to his wife spoke of having undergone a mild 
attack of influenza, but having recovered. The next word 
was the wire from the War Department telling of his death 
on October 29, 

It has been my privilege and pleasure to know Major 
Neubert from the time of his first arrival in Redlands in 
1931, and I had taken much joy in watching his rapid prog- 
ress in his profession, and in the respect and affection with 
which he was received, both by his medical confreres and 
by his large clientele of patients. He was an earnest seeker 
after an always more complete knowledge of medical sub- 
jects, an avid reader, and a man of excellent judgment in 
all things medical. 

The medical profession in our county has lost one of its 
bright stars. The host of former patients mourn the loss 
of a true friend, a devoted family counselor, and an out- 
standing, able and conscientious medical advisor. As for 
myself, I feel the terrible loss of a real friend and a 
brilliant young man who would have had many years of 
inestimable accomplishment ahead of him, for he was 
stricken in the prime of life. 

The medical profession can again take pride in the sacri- 
fice of all he had to give for his beloved country by Major 
Neubert. “Greater love than this hath no man.” 

Cartos G. HILtrarp. 
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CALIFORNIA PHYSICIANS’ 
SERVICE? 


Background of California Physicians’ Service: 
A Foreword 


California Physicians’ Service has undergone several 
changes in operation and has received a large number of 
new professional members since it was first organized. In 
view of these developments, it seems desirable at this time 
to institute a review of the organization, its philosophy, 
functions, aims, ideals, and operations. In this and suc- 
ceeding issues of CALIFORNIA AND WESTERN MEDICINE, 
such a review will be run, with the hope that it will serve 
to answer questions in the minds of many professional and 
beneficiary members. 

California Physicians’ Service was organized in the fall 
of 1939, after a special meeting of the House of Delegates 
of the California Medical Association had voted almost 
unanimously to institute in California a prepaid medical 
care plan. This plan was contemplated to be a service 
organization for employed individuals in the $3,000, or less, 
annual income class. The type of organization was de- 
cided as a nonprofit membership organization, formed 
under the non-profit laws of California. 

Membership was to be divided into three classes. First, 
beneficiary members were described as those members who 
would receive the benefits of the organization. Second, 
professional members were listed as those doctors of medi- 
cine in California who joined as professional members and 
agreed to render professional service to the beneficiary 
members. Third, administrative members were described 
as those members who would oversee the organization and, 
select the trustees who would handle the actual operations. 

This form of organization was instituted and has been 
continuously in effect for more than four years. 

PHILOSOPHY OF CALIFORNIA PHYSICIANS’ SERVICE 

Behind the formation of California Physicians’ Service 
lies a complete: philosophy, designed to keep the medical 
profession of California abreast of changing social phi- 
losophies and dedicated to the meeting of public demands 
for a more widespread and more easily acquired access to 
the best in modern medical practice. 

The principal idea of California Physicians’ Service is 
to bring the public and the medical profession together so 
that one may enjoy the art and science of the other. This 
is accomplished by employing the principles of a pooled 
fund to the distribution of medical care. California Phy- 
sicians’ Service is formed as a nonprofit membership 
organization, not as an insurance company, but its oper- 
ations are along the lines of a sharing of cost, such as is 
inherent in any codperative enterprise. 

In taking the lead to bring the public and medicine closer 
together, the physicians of California have also acted as 
pionecrs in the providing of prepaid medical care through 
professional organizations of their own formation, They 
have set a pattern which has been followed and emulated 
in other states and which today is admittedly the strongest 
answer of the medical profession to such demands for state 
medicine as the Wagner-Murray-Dingell bill introduced 
in Congress last June. 

The rising social consciousness in America, urged on by 
Washington in the past ten years, has become more and 


+ Address: California Physicians’ Service, 153 Kearny 
Street, San Francisco. Telephone EXbrook 0161. A. E. 
Larsen; M. D., Secretary. 

Copy for the California Physicians’ Service department 
in the OFFICIAL JOURNAL is submitted by that organization. 

For roster of nonprofit hospitalization associates in Cali- 
fornia, see in front advertising section on page 5, bottom 
left-hand column. 
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more vocal on the need for more available medical care 
for the middle income group. In 1939 this voice was begin- 
ning to make itself heard in California. There was talk 
of a compulsory state health insurance bill which would 
have made the doctors of California the tools of a state 
political setup. 

Recognizing the public interest in such a plan, some of 
the far-seeing physicians in the state set about to organize 
their own type of medical care plan. They envisioned a 
plan which the average worker could afford and which he 
could place in his budget along with his other fixed ex- 
penses. At the same time, they thought in terms of a 
pattern which would protect the scientific advances of 
medicine while providing for the public in more adequate 
and more easily budgeted medicine. And they promised 
the public of California that such a plan would be de- 
veloped and offered for public service. 


Thus, California Physicians’ Service was the answer to 
these promises. California Physicians’ Service was the 
child of the doctors, sponsored and backed by them as a 
sincere fulfillment of a promise to the public of California. 


Today it is more apparent than ever before that such an 
answer had to be produced by the medical profession sooner 
or later. Fortunately, there is now four years of experience 
behind California Physicians’ Service, four years fraught 
with trials and errors and now ready for crystallization 
into a sound, workable plan of prepaid medical care under 
direct medical operation and supervision. Today California 
Physicians Service is the best available answer to Senator 
Wagner and others who would still seek to impose a 
bureaucratic control over medicine and set up the form of 
state control which the medical profession knows has re- 
sulted in a deterioration of the quality of scientific medi- 
cine in other countries. 


On the one hand, then, California Physicians’ Service 
is serving as a means of making first-quality medical care 


available to the middle-income group of citizens. On the 
other hand, it is serving as medicine’s strongest bulwark 
against attacks from the outside, particularly attacks by 
bureaucrats and social planners who see the picture of 
medical care purely as a commodity and not as a personal, 
intimate, service. The philosophy of its founders is being 
realized. 


Next month consideration will be given to the financing 
of California Physicians’ Service and to its physical oper- 
ations. Meanwhile, if these review articles stimulate any 
questions in the minds of the reader, California Physicians’ 
Service will be glad to receive and'to answer them. 


* 2 * 
Stork Cases Off M. D. Project List 


Medical care was being extended as usual in Vallejo 
Housing Authority projects last night with the service 
charge added to the rent bill—but with such luxury items as 
tonsillectomies, vitamin injections, and delivery of bouncing 
boys strictly on the a la carte list. 

Costs of tenants of the deleted service will be the same 
as under the old plan which almost bankrupted the Cali- 
fornia Physicians’ Service with a chronic epidemic of 
pregnancies among the wives of Mare Island Navy yard 
workers. Powerless to check the epidemic, California Phy- 
sicians’ Service offered the new plan which went into 
operation yesterday, with subscription optional. 


90 Per Cent Must Sign 

If 90 per cent of the residents in projects participating 
sign for the service it will be continued indefinitely, the 
California Physicians’ Service said last night in a state- 
ment issued by Dr. C. T, Alexander, Vallejo director. 

The statement follows: 

“A revised California Physicians’ Service War Housing 
medical program became effective in the Vallejo area 
yesterday, October 1, 1943. The program is similar to the 
one in operation previously, except that several conditions 
which proved too costly to be included, in consideration of 
the rates paid to insure financial stability of the program, 
have been eliminated. The conditions eliminated are ma- 
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ternity cases, tonsil operations, hernia operations, and 
treatment of congenital deformities. 


Charges Prepaid 

“The prepaid feature is carried over with the new plan, 
and the same rates as prevailed before will still be in effect. 
Monthly rates are $5 per family, $4 per couple, $2.50 for 
additional persons living with the family. Dormitory ten- 
ants will pay 60 cents a week. The Housing Authority 
rental office will collect the dues at the time members pay 
rent. 

“Medical Centers staffed with doctors and nurses are 
provided for each project participating in the plan. At the 
present time, Medical Centers are located at the Chabot 
Terrace project, staffed by four doctors and eight nurses; 
the Victory-Solano projects, staffed by one doctor and 
three nurses; and the Hillside Dormitories where, in ad- 
dition to the Medical Center, a twenty-eight bed infirmary 
is operated in conjunction with the United States Public 
Health Service, and is staffed by two doctors and five 
nurses, 

Care on Projects 

“All illnesses and injuries possible will be cared for at 
the Medical Centers. Those that will require surgery, 
hospitalization, consultation with specialists, and other 
facilities which the Medical Center cannot provide wi!! be 
referred to a doctor of the patients choice, to be selected 
from a panel of professional members of the California 
Physicians’ Service, which locally is composed of doctors 
of medicine practicing in Solano County. 

“The services of California Physicians’ Service pro- 
fessional members residing elsewhere are always available 
in case the services of a specialist not included on the local 
panel are needed. A twenty-four-hour home call service 
will be available on all projects participating. All members 
must be seen by a doctor on the project prior to being 
referred to a doctor of the professional member panel. 


Twenty-one Days in Hospital 

“Hospital care will be limited to twenty-one days per 
annum for each separate condition, and includes ward bed, 
meals, general nursing care. Certain items such as blood 
transfusions, vitamins, oxygen and biological preparations 
are not included. 

“The plan will be directed by Dr. C. T. Alexander, Lieu- 
tenant Commander (m.c.), U. S. N. Ret., in the Vallejo area. 

“One of the important features of the plan is that a 
membership of not less than 90 per cent for each project 
participating will have to be maintained if the plan is to be 
kept in operation. A fall below this figure would render the 
plan financially unsound.”—Vallejo Times-Herald. 


Housing Authority Silent on Chabot Medical Service 

Residents of 2,700 housing units in Chabot Terrace were 
due to pay their rent this morning, with no official word 
yet from the Vallejo Housing Authority as to whether they 
must also pay a monthly bill for medical service of approxi- 
mately $10,000. 

While steps have been taken to reorganize and extend the 
project which the California Physicians’ Service announced 
would be abandoned October 1, the housing management 
had given no information to tenants last night. 

Residents of Chabot have been paying for medical care 
at a monthly rate scaled up to $5 a family, according to 
the number of rooms in the unit occupied. 

It is said that obstetrics and all but emergency surgery 
will be eliminated from the new service if and when it is 
extended.—Vallejo Times-Herald. 





State Venereal Disease Shows Upward Trend 

The California State Public Health Department recently 
reported a marked increase in social disease among ‘teen- 
agers in California and said the increased prevalence of 
the diseases in minors “is indicative of faulty social 
conditions.” 

Tracing other wartime social trends, Department Di- 
rector Wilton L. Halverson also reported a significant in- 
crease in births and marriages in the State and a reduction 
in the suicide rate. 

“The increase in gonorrhea among the age group 15 to 19 
has increased 46.3 per cent, while the per cent of increase 
for all age groups is but 12.7, which is only moderately in 
excess of the increase in population. 

A rise in syphilis infections discovered in premarital and 
prenatal blood tests also was reported. 
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Coming Meetings t 

California Medical Association. Meetings will convene 
in Los Angeles. Dates of the seventy-third annual session, 
to be held in 1944, Sunday, Monday, May 7-8. 

American Medical Association. Sessions will be held in 
Chicago (not St. Louis) on June 12-16, 1944. (See The 
Journal of the American Medical Association, November 6, 
1943, page 644.) 


The Platform of the American Medical Association 

The American Medical Association advocates : 

1. The establishment of an agency of Federal Govern- 
ment under which shall be coérdinated and administered 
all medical and health functions of the Federal Govern- 
ment, exclusive of those of the Army and Navy. 

2. The allotment of such funds as the Congress may 
make available to any state in actual need for the pre- 
vention of disease, the promotion of health, and the care 
of the sick on proof of such need. 

3. The principle that the care of the public health and 
the provision of medical service to the sick is primarily a 
local responsibility. 

4. The development of a mechanism for meeting the 
needs of expansion of preventive medical services with 
local determination of needs and local control of adminis- 
tration. 

5. The extension of medical care for the indigent and 
the medically indigent with local determination of needs 
and local control of administration. 

6. In the extension of medical services to all the people, 
the utmost utilization of qualified medical and hospital 
facilities already established. 

7. The continued development of the private practice of 
medicine, subject to such changes as may be necessary to 
maintain the quality of medical services and to increase 
their availability. 

8. Expansion of public health and medical services con- 
sistent with the American system of democracy. 


Medical Broadcasts* 


The Los Angeles County Medical Association: 

The following is the Los Angeles County Medical As- 
sociation’s radio broadcast schedule for the current month, 
all broadcasts being given on Saturdays. 

KFAC presents the Saturday program at 10:15 a. m., 
under the title “Your Doctor and You.” 

In January, KFAC will present these broadcasts on the 
dates of January 8, 15, 22, and 29. 

The Saturday broadcasts of KFI are given at 9:45 a. m., 
under the title “The Road of Health.” 

“Doctors at War”: 

Radio broadcasts of “Doctors at War” by the American 
Medical Association, in codperation with the National 
Broadcasting Company and the Medical Department of 
the United States Army and the United States Navy, are 
on the air each Saturday at 2 p. m., Pacific War Time. 
Series will commence on January 8, 1944. Will run for 
twenty-six weeks. 


7+ In the front advertising section of The Journal of the 
American Medical Association, various rosters of national 
officers and organizations appear each week, each list being 
printed about every fourth week. 

*County societies giving medical broadcasts are requested 
to send information as soon as arranged. 
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Pharmacological Items of Potential Interest to Cli- 
nicians* : 

1. New Journals: Welcome to W. B. Cannon and H. E. 
Sigerist’s American Review of Soviet Medicine, which got 
such heavy publicity. First issue (October, 1943) has arti- 
cles on frostbite effect on sympathetics (N. N. Burdenko), 
time factor in restorative surgery of peripheral nerves 
(V. V. Lebedenko), and our Mike Shimkin’s survey of 
cancer research in U. S. S. R., and P. M. Dawson’s account 
(not in simplified spelling) of U. S. S. R. physical culture. 
Sleekily elegant, obviously not bothered by restrictions, is 
Revista Argentine-Norteamericana de Ciencias Medicas, 
offering B. A. Houssay’s full review of the role of the 
pituitary on carbohydrate metabolism (1:145, 1943) and 
translated pot-boilers from U. S. A. (N. B.: Very ex- 
j«nsive are Argentine medical items: “El Ateneo,” Buenos 
Aires, offers W. T. Fotheringham’s two-volume Opera- 
ciones Urgentes for $50, and R. Dassen’s Diagnostico 
Diferencial Y Tratamiento de las Enfermendades Internas, 
Second Edition, 774 pages, for $30). Worthy is Revista 
de Instituto Adolfo Lutz (Department of Public Health, 
Sao Paulo), in which F. Almeida & Co. offer a neat review 
of pathogenic yeast diseases (2 :326, 1942). 


2. Confirmations: J. Ruiz-Gijon (Madrid) confirms 
many that dose-effect curve of cat blood pressure effects 
of epinephrin is hyperbolic (Arch. Exp. Path. Pharmakol., 
201: 305, 1943). Also reporting axis-wise is T. Gotsev 
(Sofia) in confirmation of old J. Blake (Amer. Jour. Med. 
Sc., 15:63, 1848) that magnesium salts lower blood pres- 
sure (Arch. Exp. Path. Pharmakol., 201 :322, 1943). Pal 
N. Davis & Co., without benefit of helpful advice, con- 
firm (West. Jour. Surg., Obs., Gyn., 51:419, 1943) E. Poth 
and C. Ross’s careful work showing phthalylsulfathiazol 
better than succinylsulfathiazol in handling watery diar- 
rheas (Fed. Proc., 2:89, 1943, and more fully in winter 
1943 issue of Tex. Rep. Biol. Med.) H. P. Himsworth 
(Lancet, 245 :465, October 16, 1943) confirms E. B. Ast- 
wood (J. A. M. A., 122:78, 1943) that thiourea, 3 grams 
daily, greatly benefits cases of thyrotoxicosis. However, 
J. B. and C. G. MacKenzie (Proc. Soc. Exp. Biol. Med., 
54:34, 1943) find that thiourea tends to cause pulmonary 
edema in older rats, in addition to increasing the size of 
the thyroid. 


3. From Instituto Oswaldo Cruz: Watch G. G. Villela’s 
studies on antitoxic principles from liver (Rev. Brasil 
Biol., 1:431, 1941; 2:365, 1942; 3:99, 1943; O Hosp., 21: 
201, 1942). H. Linhares offers evidence on possible insect 
transmission of leprosy (Mem. Inst. Oswaldo Cruz, 38: 
321, 1943). M. I. Mello offers rapid chemical test for use 
in diagnosis of pregnancy on basis of estimation of gonado- 
tropic hormone in urine (Rev. Brasil Biol., 3:119, 1943). 

4. Anesthesia: R. M. Waters reviews carbon-dioxide 
absorption (Anesth. 4:596, 1943). P. S. Ross and R. O. 
Allen discuss electronarcosis (/bid., p. 630). F. M. Allen 
and L. W. Crossman survey refrigeration anesthesia 
(Anesth. and Analg., 22 :264, 1943). N. A. Gillespi (Jbid., 
p. 275) emphasizes importance of A. E. Guedel’s “signs 
of anesthesia” (Inhalation Anesthesia, New York, 1937). 
R. K. Richards and K. Kueter (Jbid., p. 283) confirm 
R. Beutner and H. Wastl (Anesth., 2:661, 1941) that cal- 
cium salts reduce toxicity of local anesthetic agents. 


* These items submitted by Dr. Chauncey D. Leake, for- 
merly director of the University of California Pharmaco- 
logic Laboratory, now dean of the University of Texas 
Medical School, Galveston, Texas. 
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5: Et Cetera: M. L. Tainter proposes methyl cellulose 
as a colloid laxative (Proc. Soc. Exp. Biol. Med., 54:77, 
1943). J. V. Scudi and M. T. Hamlin report on distribution 
and slow excretion of atabrine (Jbid., p. 127), but fail to 
note liver injury following accumulation there. J. H. Gad- 
dum reports on big Faraday Society symposium on drug 
action (Nature, 152:495, October 30, 1943). J. B. Lippin- 
cott, Philadelphia, reprints as book J. C. Aub & Company’s 
Management of Coconut Grove Burns at MGH (Ann. 
Surg., 117, June, 1943). G. Brownlee and I. M. Tonkin 
study acridine powder in wound therapy (Quart. Jour. 
Pharm. and Pharmacol., 16:73, 1943). J. H.-Gaddum de- 
signs toxicity tests in comparison with standards (Jbid., 
p. 78). M. Maizels discusses physico-chemical changes 
occurring in stored blood (Quart. Jour. Exp. Physiol., 32: 
143, 1943). R. E. Tunbridge and J. V. Wilson survey 
pathological and clinical findings in blast injury (Quart. 
Jour. Med., 12:169, 1943). F. M. Burnet and D. R. Bull 
find influenza virus mutations on chick embryo passage 
(Austral. Jour. Exp. Biol. Med. Sci., 21:55, 1943). 
D. Engel and E. Forrai (Jour. Physiol., 102:127, 1943) 
find increased capillary permeability in traumatic shock 
limited sharply to area around trauma. H. J. Seddon & 
Co. find rate of regeneration of peripheral nerves in man 
after suture to be about 1.5 mm. per day (Jbid., p. 191). 
B. Gerstl and R. Tennant explore enzymes as factors in 
resistance to tuberculosis (Yale Jour. Biol. Med., 16:1, 
1943). Merck & Co. also issue a bibliography on penicillin 
and other antibiotics. 


Southern California Medical Association: One Hun- 
dred Eighth Meeting.—War-time health problems that 
have developed in this area were considered at the 108th 
semi-annual meeting of the Southern California Medical 
Association, held on December 10 and 11 at the Los An- 
geles County Medical Association. 


Led by Dr. John F. Kessel, the opening session of the 
conference at 2 p. m., Friday, featured a symposium on 
tropical discases which have become of a vital interest to 
home front physicians, with the return of many casualties 
from the Pacific war zone. Epidemic diseases of impor- 
tance during war time composed the theme of the sym- 
posium conducted on Saturday, December 11. The topic 
discussed at the afternoon session was on the recent ad- 
vances in surgery. 


Allergy: Sixth Annual Forum Will Meet in St. Louis. 
—This international postgraduate society was founded in 
1938 at Cincinnati, Ohio, to provide a place in which to 
review the progress of clinical allergy, to afford in peace 
times a forum for the younger members, and to offer in- 
tensive postgraduate instruction to physicians working in 
other fields. The founders were Dr. Tell Nelson of Chi- 
cago, Illinois; Dr. Karl D. Figley of Toledo, Ohio; and 
Dr. Jonathan Forman. .Meetings have been held each year 
since. 

In 1940 the name was changed to correspond to the 
international character of its attendance and the Forum’s 
Gold Medal and annual oration were established as a 
means of recognizing outstanding contributions to clinical 
allergy. 

The Sixth Annual Forum on Allergy will be held in the 
Statler Hotel, St. Louis, Missouri, on Saturday and Sun- 
day, January 22 and 23, 1944. This is a meeting to which 
all reputable physicians are most welcome, and where they 
are offered an opportunity to bring themselves up to date 
in this rapidly advancing branch of medicine by two days 
of intensive postgraduate instruction. . . . Good fellow- 
ship at luncheon, dinner, and smoker reigns throughout the 
two days. The meeting offers an exceptionally fine oppor- 
tunity to meet and to come to know many distinguished 
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authorities in this more and more important but new field 
of medicine. 


American Board of Ophthalmology.—Effective Janu- 
ary 1, 1944, the executive office of the American Board of 
Ophthalmology will move to: P. O. Box 1940, Portland 2, 
Maine. 

Please send all Board correspondence to this new ad- 
dress. Examinations in 1944 will be held in New York 
City, June 3 and 4; Chicago, October 5, 6, and 7. 


It’s Wise to Immunize.—Under the caption, “It’s Wise 
to Immunize,” the Health Department of the city of Pasa- 
dena has issued the following bulletin: 

With the many new babies being born, and the general 
impression of people from various parts of the country, it 
is again necessary to remind parents of their responsibility 
in seeing that their children are protected against small- 
pox and diphtheria. Immunization against whooping cough 
is now reasonab’y effective, and the use of tetanus-toxoid 
is definitely indicated. In the Health Department’s child 
hygiene conference the combined ‘“diphtheria-tetanus- 
whooping cough” immunization is now being used. The 
immunity or protection given is as complete as with the 
separate products. Three immunizations, at from one 
month to six weeks intervals, are required. The recom- 
mended age to begin these immunization procedures is 
nine months. It is very important that every child be pro- 
tected against these diseases before reaching his first birth- 
day. 

Immunity levels against smallpox in our adult population 
are lower than they have been for two decades. It is ap- 
proximately twenty years since a serious outbreak of 
smallpox stimulated response to a vaccination program. 
With the rapid turnover of population and the great influx 
of civilian workers to the war industries of Southern Cali- 
fornia, smallpox in any corner of the United States is 
potentially smallpox here. Be safe and check up on your 
small-pox immunity by smallpox vaccination. 


Fake Operator.—An impostor, who has been asking ad- 
vance deposits from California physicians on supply orders. 
supposedly taken for the Manhattan Manufacturing Com- 
pany of Chicago, has been entirely disclaimed by that com- 
pany. He has used the name of Lancaster in his California 
operations and has written up his supposed orders on a 
type of order book casily obtained in any stationery store. 
Physicians are warned to be on the lookout for this oper- 
ator and to make sure that any orders given for supplies 
are on the basis of catalogue details or other good evidence 
presented by the salesman. If the agent is not known to 
you, do not pay him any money ; instead, offer to send your 
payment direct to the company. Above all, look out for 
any salesman offering standard merchandise at a cut rate. 
He is likely to be an impostor who will pocket your pay- 
ment and disappear. 


Valley Doctor, Eighty-Six, Aids War Effort.—Dr. 
Frank Prentice, the man who was too old to join our 
armed forces, is today mining. He has reopened the old 
Imperial Lodge mine thirty-five miles south of Daggett, 
California. The property was originally operated as the 
Imperial Connor mine. 

Shortly after Pearl Harbor, Doctor Prentice, eighty- 
six, slightly over five feet in height and weighing about 
135 pounds, applied at a naval recruiting station in San 
Francisco and was turned down. Determined to play his 
part, he took more than forty men who had been rejected 
by the Navy, due to physical disability, and put them 
through a course of .training making it possible for them 
to pass. 

Today he is mining lead and silver for the war effort— 
Sacramento Union, November 16. 


American College of Surgeons: California Initiates 
in 1943.—Frederick E. Blume, Oakland; A. Morse Bowles, 
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Santa Rosa; Frank A. M. Bryant, Los Angeles; Marion 
C. Collins, Turlock; Lewis N. Cozen, Los Angeles ; Walter 
H. Drane, Los Angeles; James S. Elliot, San Francisco; 
Orwyn H. Ellis, Los Angeles; Clinton V. Ervin, Jr., San 
Francisco; William M. Fitzhugh, Jr., San Francisco; 
Richard J. Flamson, Los Angeles; Claudius Y. Gates, San 
Francisco; Louis J. Gogol, Los Angeles; Victor Goodhiil, 
Los Angeles; H. Hoffman Groskloss, Long Beach; Lee 
Hand, San Francisco; Andrew M. Henderson, Jr., Sacra- 
mento; Ernest C. Hillyer, Long Beach; T. Richard Hof- 
mann, Berkeley; Nelson J. Howard, San Francisco; 
F. Harriman Jones, Long Beach; Russell R. Klein, San 
Francisco; Raphael J. Koff, Los Angeles; Sanford E. 
Leeds, San Francisco; Purvis L. Martin, San Diego; Paul 
McChesney, Berkeley; Horace J. McCorkle, San Fran- 
cisco; Louis C. Olker, Chico; John R. Paxton, Glendale ; 
Robert O. Pearman, San Luis Obispo; Robert J. Prentiss, 
San Diego; Frederick Schlumberger, Los Angeles ; Wesley 
E. Scott, San Francisco; Hall Seely, San Francisco; 
G. Arnold Stevens, Los Angeles; Vance M. Strange, San 
Francisco; Charles M. Taylor, Los Angeles; Omer W. 
Wheeler, Riverside ; William F. Williams, Oakland ; Shel- 
don K. Wirt, Santa Cruz; Henry B. Woo, San Francisco ; 
Harry A. Zide, Los Angeles. 


Warning—In Re: Triplicate Narcotic Blanks.—Due 
to the increasing number of cases wherein narcotics are 
indicated, physicians are warned to anticipate their need 
for Triplicate Narcotic Prescription Blanks sufficiently far 
in advance so that their supply will not become exhausted, 
thus causing them inconvenience, and possible embarrass- 
ing situations. 

Although there is a provision in the California law per- 
mitting physicians to write narcotic prescriptions on other 
than the Triplicate Narcotic Prescription Blank in an 
emergency (epidemic, disaster, etc.), it will save much un- 
necessary writing if these blanks are obtained in advance. 

The California Bureau of Narcotic Enforcement desires 
to cooperate with physicians to the fullest extent, and will 
forward the blanks immediately upon request, by special 
delivery if necessary. Write, telephone, or wire to: Bureau 
of Narcotic Enforcement, 156 State Building, San Fran- 
cisco, California. (Telephone: Underhill 8700, Local 560.) 


Deaths From Use of “Doryl”: Notice From the Cali- 
fornia State Department of Public Health, 521 Phelan 
Building, San Francisco 2, California.—Death of several 
patients has resulted from intravenous injection of Doryl 
(carbamylcholine chloride), a powder manufactured by 
Merck & Company, according to information reaching the 
State Department of Public Health. 

Dory] is distributed in three forms: 

1. A powder intended for use as an eye wash and packed 
in 1 c.c. ampoules, each ampoule containing .15 grams 
(150 milligrams) of Doryl (600 times the hypodermic 
therapeutic dose). Apparently this is the product which 
has caused death when injected hypodermically due to con- 
fusion with liquid Doryl described under (2). 

2. A liquid intended for administration intravenously, 
also packed in 1 c.c. ampoules, but containing only one- 
quarter of a milligram of Doryl. This is the usual hypo- 
dermic dose intended and used for treatment of urinary 
retention. 

3. A powder as described in (1) but packed in a small 
screw-cap bottle, which distinguishes it from the liquid 
ampoule (2). 

On the label of both the ampoules and the bottles of 
powdered Doryl there is printed a warning against in- 
jection intravenously. However, due to the fact that 
powdered Doryl was formerly packed in 1 c.c. ampoules, 
mistakes apparently have occurred which have resulted in 
death. 
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Local health officers have been advised by the State De- 
partment of Public Health to seize from druggists all 
1 c.c. ampoules of powdered Doryl and to warn physicians 
and hospitals against the hypodermic administration of 
powdered Doryl. 


Friday Night Lecture Series in Los Angeles.—A 
series of eight lectures is being arranged, to be given at 
the Los Angeles County Medical Association Building, 
1925 Wilshire Boulevard, at 8 p. m., on the following Fri- 
day nights: 

January 21 and 28. 

February 4, 18, and 25. 

March 3, 17, and 24. 

These talks will be practical and instructive. 

The subjects will be of the greatest importance to the 
practicing physician in his relations with law enforcement 
bodies and with the community. A partial list of topics 
follows: 

“The Coroner’s Office and the Practicing Physician.” 

“The Workmen’s Compensation Law and the Practicing 

Physician.” 

“Legal and Medico-Legal Aspects of Drug Addiction.” 

“The Doctor in Court.” 

“So You Are Going to Be a Witness, Doctor.” 


It is planned to permit questions from the floor on the 
occasion of each discussion. 





MEDICAL JURISPRUDENCE‘ 


Hartvey F, Peart, Esa. 
San Francisco 


Consent Required for Operations Upon Married 
Women Under Twenty-One Years of Age 


It is an established legal principle that a physician or 
surgeon cannot operate upon a person without his or her 
consent or, if the patient is legally incapable of consenting, 
then the consent of someone authorized by law to give 
consent must be obtained. The general question of oper- 
ations upon persons legally incompetent to consent to sare 
has been considered in previous issues of CALIFORNIA AND 
WESTERN MEDICINE (see Medical Jurisprudence, March, 
1939, Vol. 50, No. 3, page 241). One class of persons who 
are by law incompetent to give consent are minors. The 
question has been raised, particularly in reference to wives 
of service men, whether a married woman less than twenty- 
one years of age may legally authorize surgery or some 
other medical procedure to be performed upon her person. 

Ordinarily, any person less than twenty-one years of 
age is considered a minor, and the consent of his or her 
parent or other legal guardian must be obtained before an 
operation can be performed. There are, however, several 
statutes in California, with reference to the effect of 
marriage, which modify this rule. California Civil Code, 
Sec. 204, provides that the authority of a parent ceases 
upon the child’s marriage. Civil Code, Sec. 25, in defining 
minors as all persons under twenty-one years of age, con- 
tains a limitation to this rule to the effect that any female 
who has contracted a lawful marriage and is of the age 
of eighteen or over, shall be deemed to be of the age of 
majority and to be an adult person for the purpose of 
entering into any engagement or transaction respecting 
property or her estate, or for the purpose of entering into 
any contract, the same as if she was twenty-one years of 


+ Editor’s Note.—This department of CALIFORNIA AND 
WESTERN MEDICINE, presenting copy submitted by Hartley 
F. Peart, Esq., will contain excerpts from the syllabi of re- 
cent decisions, and analyses of legal points and procedures 
of interest to the profession. . 





January, 1944 


age. The effect of this latter section is that any girl of 
eighteen years of age or over who is married may consent 
to the performance of an operation herself and no further 
consent need be obtained, either from her parents or from 
her husband. 


In those cases where the patient is less than eighteen 
years of age but is married, the consent of her husband 
should be obtained before any operation is performed upon 
her. As Section 204, above referred to, terminates any 
authority of a parent upon a child’s marriage and a girl 
less than eighteen years of age is still a minor, even though 
married, her husband would seem to be the only person 
legally competent to consent to the performance of an 
operation upon her. If the husband of such a minor is 
absent in military service, making it impossible to obtain 
his consent, the only safe procedure for a physician or 
surgeon to follow is to refuse to perform any operation on 
such a minor, except in those cases where an emergency 
may be present, requiring some medical service to protect 
the patient’s life or health. A discussion of what emergen- 
cies justify operations without consent is contained in 
the March, 1939 issue of CALIFORNIA AND WESTERN 
MEDICINE, above mentioned. 
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Concerning Reports on Diarrhea of the Newborn: 
(copy) 
STATE OF CALIFORNIA 
DEPARTMENT OF Pusiic HEALTH 
BureAv OF MATERNAL AND CHILD HEALTH 
739 PHELAN BUILDING 
760 MARKET STREET 
SAN FRANCcIsco 2, CALIFORNIA 


December 23, 1943. 
Dear Doctor Kress: 

Attached is a copy of the statement on the reporting and 
isolation of cases of diarrhea among newborn infants, 
about which I spoke to you. As many of the physicians in 
the State seem unfamiliar with the regulations with regard 
to reporting such cases, it would be most helpful if you 
could run this material in the JouRNAL. 

As you know there has been considerable diarrhea among 
the newborn infants this past year and we want to do 
everything we can to control it... . 

Cordially, 
(Signed) Jesste M. Bierman, M.D., 
Chief. 
¢ ¥ -¢ 
(copy) 
To: All hospitals and maternity homes in the State ad- 
mitting maternity patients. 
Re: Reporting. and isolation of cases of diarrhea among 
newborn infants. 
I. Reporting 

In the new “Regulations for the Control of Communi- 
cable Disease” adopted by the California Board of Health 
April 3, 1943, the section on Epidemic Diarrhea has been 
changed to read as follows: 

“Epidemic Diarrhea (of the newborn). Section 62. 

“(a) ... The definition as to what constitutes a report- 
able case of diarrhea of the newborn shall be as follows: 

“Diarrhea in the newborn up to three weeks of age 
occurring in a hospital giving maternity service. Diarrhea 

¢ CALIFORNIA AND WESTERN MEDICINE does not hold itself 


responsible for views expressed in articles or letters when 
signed by the author. 
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shall be considered to exist when an infant has four or 
more loose stools in twenty-four hours, except in the case 
of entirely breast-fed infants who show no other signs of 
illness and who are gaining weight.’ 

“(b) The infant patient shall be immediately placed in 
strict isolation until discharged from the hospital. 

“Infant contacts shall be kept in strict isolation until dis- 
charged from the hospital or institution. 
II. /solation Procedure to Be Followed 


1. Infants developing diarrhea as above defined shall be 
removed from the Maternity Division at once and shall be 
reported by the hospital or physician to the local health 
authority on the form postcard provided for this purpose 
(see attached). ; 

The purpose of reporting and isolating all cases of diar- 
rheal disorders, regardless of type, is to make possible the 
detection of the epidemic form of the disease before wide- 
spread damage results—just as babies with discharging 
eyes are isolated regardless of cause. 

2. Quarantine the nursery. There shall be no new ad- 
missions to the nursery where the infants have been ex- 
posed to an infant having diarrhea until all exposed infants 
have been discharged from the nursery and the nursery has 
been thoroughly cleaned. 

Many outbreaks of diarrhea and other communicable in- 
fections in nurseries continue because the persons in charge 
do not act quickly. It is frequently found that, unless the 
nursery is closed to further admissions, the infection con- 
tinues and new infants admitted quickly become infected. 

3. Set up an auxiliary newborn nursery for new ad- 
missions. A private room, if it is large enough and equipped 
with running water, is usually satisfactory for this pur- 
pose if it can be made to meet the requirements for a 
nursery. 

4. Observe all contacts carefully until discharged and 
immediately isolate any showing symptoms. 

5. Report all discharged contacts to local Health De- 
partment. 

6. Carefully check back to discover any break in formula, 
feeding and hand-washing techniques. 

7. Check adequacy of refrigeration of formulae. Safety 
requires that milk preparations be kept at temperature of 
40 degrees Fahrenheit or below. It has often been found 
that the increased load in the maternity departments is 
overtaxing the refrigeration facilities, with the result that 
the formulae are frequently held for hours at temperatures 
favoring the growth of organisms. Rapid precooling of 
bottles containing formula after sterilization is necessary 
before placing in refrigerator. 

8. Check each step of nursing technique, especially how 
nipples are put on bottles. No finger should ever touch 
anything that goes into the infant’s mouth or nose. When 
nursery is quarantined because of the occurrence of a case 
of diarrhea, the nurse who diapers the infants should not 
feed them, except when she is caring for only the one 
infant. 

9. Check all attendants entering delivery room and 
nursery and preparing formula for presence of any type 
of infection. 

10. Inspect all equipment of maternity service for possi- 
ble defects. 

11. Infected nursery must be thoroughly cleaned after 
last baby is dismissed. New admissions must not be made 
to this nursery for at least twetny-four hours, during which 
time the walls and floors must be thoroughly scrubbed with 
soap and water and preferably painted, a maximum of air 
and light admitted and all equipment coming in contact 
with infants thoroughly cleansed and exposed to direct sun- 
light or ultra-violet light. 
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TWENTY-FIVE YEARS AGO! 


EXCERPTS FROM OUR STATE MEDICAL 
JOURNAL 


Vol. XVII, No. 1, January, 1919 


EXCERPTS FROM EDITORIAL NOTES 

Reducing Industrial Fatigue—California industries are, 
to a high percentage, represented by agriculture in some 
form. Factories and industrial plants of similar sorts have 
thus far received the major emphasis in considerations of 
industrial hazards, handicaps, and factors of increased pro- 
duction. It is probable that all industrial activities, includ- 
ing agriculture, will soon receive merited attention from 
these standpoints. As in ail industrial advance, the phy- 
sician is closely associated here and will have an important 
part to play in the future development of California on 
industry, including agriculture. In this latter regard the 
physicians of rural and small town districts will be chiefly 
concerned... . 


Of Fads and Specialisms— . . . Certainly let fads and 
specialisms flourish. Out of them may come new building 
stones. They may but serve to enrich the soil and increase 
its fertility. Whatever things in them are good will sur- 
vive, and after being pruned by time will be incorporated 
in the complex body of medical science. We do not fear 
them. We do not nurture them. We await time’s judg- 
ment. For the living, sentient body of scientific medicine 
is vastly greater than any of its parts. It is in constant 
growth, and constantly it sloughs off the binding ties of 
outworn beliefs and disproved traditions. Its constant 
change is its life. Surely, it is vital and big enough to de- 
mand our allegiance, not to any of its numerous and often 
distantly related branches, but to the great and strong 
central organism of medical science. 


School Athletics—The postwar period of civil rehabili- 
tation offers some of the knottiest problems with which 
physicians of this generation have had to deal. Two fac- 
tors contribute to the urgency and difficulty of their so- 
lution. One of these factors is the public civil urge for 
improvement in social, economic and health conditions, an 
urge which will become irresistible with the addition of 
the demobilized military to the civil population. The other 
factor is the necessity for translating our military experi- 
ence into terms applicable to civil problems following the 
War. To no postbellum problem are these two factors 
more closely related than to the problem of school athletics, 
and amateur competitive athletics. And to no problem has 
less attention so far been given, seeking to satisfy the con- 
ditions of the two factors just enumerated. 


The Fourth Liberty Loan, the Greatest Single Event in 
Financial History—The United States Government [in 
1918] asked a loan from the people of the country of 
$6,000,000,000, an amount unprecedented in all the history 
of the world. In three weeks’ time, in spite of an epidemic 
of influenza which prevented public meetings and cost the 
people many millions of dollars in medical bills and lost 
time, and in spite, too, of the peace rumors that, in some 
instances, had a tendency to make the success of the loan 
seem less vital, some 21,000,000 of the American people 
offered to the Government $6,866,416,300. ... 

(Continued in Back Advertising Section, on Page 26) 


+ This column strives to mirror the work and aims of 
colleagues who bore the brunt of Association activities some 
twenty-five years ago. It is hoped that such presentation 
will be of interest to both old and new members. 
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BOARD OF MEDICAL EXAMINERS 
OF THE STATE OF CALIFORNIAt 


By F. N. Scatena, M.D. 
Secretary-Treasurer 


Board Proceedings 

The Board of Medical Examiners, in conformance with 
its established policy of aiding the War effort by expe- 
diting the licensing of physicians and surgeons, is holding 
frequent written and oral examinations. An additional 
written examination is set for January 4 to 6, 1944. This 
examination will be held at Native Sons Hall, San Fran- 
cisco, and applications therefor must be on file in the Sacra- 
mento office of the Board at least two weeks in advance of 
the examination date. 

An oral examination will be conducted in the Board office, 
515 Van Ness Avenue, San Francisco, on January 20, 1944, 
at 10 a.m. The oral examinees include doctors from other 
states or territories of the United States who have been 
licensed in their home state for more than ten years, and 
are required by the Business and Professions Code of this 
State to pass an oral examination. 

The next regular meeting of the Board, at which ad- 
ministrative business will be transacted, written exami- 
nations held, Iegal hearings for revocation of licenses, as 
well as hearings on petitions for restoration of revoked 
licenses, termination of probation, etc., will be held at the 
Elks Club, Los Angeles, February 7 to 10, 1944. 

It is the belief of the Board of Medical Examiners that, 
by holding frequent written and oral examinations, they 
avoid a long waiting period for applicants, both recent 
graduates and reciprocity candidates, from other States. 
This policy facilitates early licensure of candidates, but in 
no way lowers the high standard of medical licensure for 
which California is noted throughout the United States. 


News 

“High praise of Bay area facilities for the care of 
crippled children was voiced here today by Dr. Allen Vo- 
shell, orthopedic consultant of the Children’s Bureau of 
the U. S. Department of Labor. ‘No child need go with- 
out proper care in the Bay area,’ he declared, after inspect- 
ing hospitals and other facilities, and conferring with phy- 
sicians on both sides of the Bay. ‘Children in this area are 
indeed fortunate, for there is no waiting list and no need 
for any delay in the treatment of crippled children or those 
in danger of becoming crippled, as there are in other parts 
of the country.” (San Francisco News, November 5, 
1943.) 


“A plan to provide medical and hospital service for 
farmers and their families was announced today by the 
Farm Security administration offices in Riverside, which 
serves San Bernardino County also, having been developed 
through the California Physicians’ Service, representing 
more than 5,000 California doctors, 102 of whom practice 
in San Bernardino County. . . . Any farm family in Cali- 
fornia whose annual net income is $2,000 or less may join. 
...” (San Bernardino Telegram, October 20, 1943.) 


“With one-third of its 1,187 members in the uniform of 
their country, many of them on battlefields, the San Fran- 
cisco County Medical Society on Sunday celebrated the 
golden jubilee of its organization. Seventy-five years ago, 
on November 7, 1868, five san Francisco physicians and 
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